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RESUMO 
O atual contexto epidemiológico e demográfico populacional tem levado a 
tratamentos farmacológicos de longa duração e à maior ocorrência de polifarmácia, 
caraterizada pelo uso de múltiplos medicamentos simultaneamente.  
Com o objetivo de avaliar a associação do uso de medicamentos com a 
intensidade dos sintomas climatéricos e com a função sexual nas mulheres de meia 
idade da Região Metropolitana de Campinas, foi feita análise secundária de um estudo 
transversal, que entrevistou 749 mulheres, definidas aleatoriamente por sorteio. 
Análise dos dados foi feita a partir da distribuição de frequências das características 
das mulheres estudadas. As variáveis foram comparadas através dos testes exato de 
Qui-Quadrado, Fisher ou Kruskal-Wallis. O nível de significância estatística adotado 
foi de 5%. Para estudar a relação dos principais fatores associados com o uso de 
medicamentos, com estimação da razão de prevalência, foi utilizada análise de 
regressão de Poisson, simples e múltipla, com critério Stepwise de seleção de 
variáveis (intervalo de confiança de 95%).  
A média etária das mulheres foi 52,5 (±4,4) anos e a média de idade de 
ocorrência da menopausa foi 46,5 ± 5,8 anos. Do total das pacientes, 84% eram 
mulheres na peri / pós menopausa e 16% mulheres na pré-menopausa. A prevalência 
global do uso de medicamentos foi de 68,8%. Apenas 20,8% das mulheres relataram 
uso pregresso/atual de terapia hormonal. A frequência global de polifarmácia foi de 
24,6%. Cerca de 79% das mulheres eram portadoras de algum tipo de doença crônica. 
Aproximadamente metade das mulheres (47,3%) relatou 1 ou 2 comorbidades e 
31,5% tinham multimorbidade.  
A análise de regressão de Poisson mostrou que o uso de medicamentos 
exclusivos para alívio dos sintomas climatéricos associou-se às mulheres com menor 
número de doenças (Razão de Prevalência [RP] = 8,55; IC 95%: 3,72‐19,67; p <0,001) 
e ao início da menopausa com idade ≤ 44 anos (RP = 4,57; IC95%: 1,91-10,94; p 
<0,001). Polifarmácia associou-se às mulheres com maior número de doenças (RP = 
10,60; IC95%: 4,64-24,20; p <0,001) e ao maior tempo de menopausa (RP = 2,59; 
IC95%: 1,52-4,40; p < 0,001). Não utilizar medicamentos associou-se à ausência de 
doença (RP = 11,58; IC95%: 6,46‐20,75; p <0,001) e a não estar na menopausa (RP 
= 1,89; IC95%: 1,39‐2,55; p <0,001. 
Dentre as 749 mulheres entrevistadas, 744 participantes responderam 
todas as questões relacionadas a função sexual. A prevalência global de disfunção 
sexual foi de 45,5%. Análise de regressão de Poisson mostrou que os fatores 
associados à disfunção sexual foram ausência de atividade sexual (RP = 4,05; IC95%: 
3,16-5,20; p <0,001), sedentarismo (RP = 1,49; IC95%: 1,06-2,09; p = 0,021) e 
ansiedade não tratada (RP = 1,44; IC95%: 1,08-1,92; p = 0,014). 
O uso de medicamentos em mulheres de meia idade foi alto e associou-se 
a presença de fatores como idade, tempo de menopausa e multimorbidade. As 
mulheres com maior prevalência de disfunção sexual foram aquelas inativas 
sexualmente, as sedentárias e as ansiosas não tratadas. Entender e controlar esses 
fatores pode auxiliar na redução dos sintomas, na prevenção de doenças crônico 
degenerativas e na melhora da assistência global ao climatério. 
Palavras-chave: menopausa, sintomas climatéricos, função sexual, uso de 
medicamentos, terapia de reposição hormonal, polifarmácia. 
ABSTRACT 
The current epidemiologic and demographic context has led to long 
pharmacological treatments and higher occurrence of polypharmacy, characterized by 
simultaneous use of multiple medications.  
To assess the association between medication use and climacteric 
syndrome and sexual function in middle-aged women in the metropolitan region of 
Campinas, a secondary analysis of a cross-sectional study was made, which 
interviewed 749 women, randomly selected. The frequency distribution of the 
characteristics of the women was analyzed. Bivariate analysis using the Chi-Square 
test and exact Fisher test were applied. To establish the relationship between 
categorical and numerical variables were used the Kruskal-wallis test. The level of 
statistical significance was set at 5%. Simple and multiple Poisson regression analyzes 
(with Stepwise selection of variables) were performed to study the relationship of the 
main factors associated with the medication use (95% confidence interval for the 
prevalence ratio). 
The mean age of the study population was 52.5 ±4.4 years and the mean 
age at menopause was 46,5 ± 5.8 years. According to menopause stage, 16% of 
women were pre menopausal and 84% were peri/post menopausal. The overall 
prevalence of medication use was 68.8%. Only 20.8% of the participants reported 
previous/current use of hormone therapy. The overall frequency of polypharmacy was 
24.6%. About 79% of women reported some type of chronic disease. Approximately 
half of the women (47.3%) reported 1 or 2 comorbidities and 31.5% had multimorbidity.  
Poisson regression analysis showed that the use of exclusive medications 
for the relief of climacteric symptoms was associated with women with the lowest 
number of diseases (Prevalence Ratio [PR]=8.55; 95%CI:3.72–19.67; p<0.001) and 
with the onset of menopause ≤ 44 years (PR=4.57; 95%CI:1.91–10.94; p<0.001). 
Polypharmacy was associated with women with the greatest number of diseases 
(PR=10.60; 95%CI:4.64-24.20; p<0.001) and with a longer time since menopause 
(PR=2.59; 95%CI:1.52–4.40; p<0.001). Do not use medications was associated with 
the absence of disease (PR=11.58; 95%CI:6.46–20.75; p<0.001) and not being in 
menopause (PR=1.89; 95%CI:1.39–2.55; p<0.001).  
There were 749 women included in the present study, and 744 participants 
answered all the questions associated with sexual function. The overall prevalence of 
sexual dysfunction was 45.5%. Poisson regression analysis have shown that the 
factors associated with sexual dysfunction were not having sexual activity (PR=4.05; 
95% CI: 3.16-5.20; p<0.001), sedentary lifestyle (PR=1.49; 95% CI: 1.06-2.09; 
p=0.021) and having untreated anxiety (PR=1.44; 95% CI: 1.08-1.92; p=0.014). 
The medication use in middle-aged women was high and was associated 
with the presence of factors such as aging, time since menopause, and multimorbity. 
The women with the highest prevalence of sexual dysfunction were those who were 
sexually inactive, sedentary and anxious untreated. Understanding and controlling 
these factors may be helpful in reducing climacteric symptoms, to prevent chronic 
degenerative diseases, and to improve climacteric global care. 
Key words: menopause, climacteric symptoms, sexual function, medication 
use, hormone therapy, polypharmacy.  
LISTA DE ILUSTRAÇÕES 
FIGURA 1. Evolução das taxas brutas de natalidade e mortalidade Brasil - 
1872/2010 
 
FIGURA 2. Estágios da transição demográfica no Brasil 
 
FIGURA 3. Estrutura relativa da população, por sexo e idade Brasil - 1940/2050 
 
FIGURA 4. Concentrações séricas hormonais durante climatério e pós menopausa 
 
FIGURA 5. Biossíntese hormonal e envelhecimento reprodutivo 
 
FIGURA 6. Região metropolitana de Campinas (2012 – 2013) 
  
LISTA DE TABELAS 
ARTIGO 1 
TABELA 1. Associação entre tipos de medicamentos e fatores sócio 
demográficos (N=749) – análise bivariada 
 
TABELA 2. Associação entre tipos de medicamentos e sintomas climatéricos – 
análise bivariada (Teste QUI-QUADRADO) 
 
TABELA 3. Fatores associados ao uso de medicamentos - análise de regressão 
múltipla de Poisson 
 
ARTIGO 2 
TABELA 1. Principais características clínicas e demográficas (N = 749) 
associadas à disfunção sexual - análise bivariada 
 
TABELA 2. Associação entre condições crônicas tratadas e disfunção sexual - 
(Escore SPEQ ≤7) - análise bivariada 
 
TABELA 3. Fatores associados à disfunção sexual na população estudada - 
análise de regressão múltipla de Poisson 
 
TABELA 4. Escores dos domínios do SPEQ (Short Personal Experiences 
Questionnaire) de acordo com o uso de medicação – análise bivariada 
  
LISTA DE ABREVIATURAS E SIGLAS 
RP – razão de prevalência 
IC – intervalo de confiança 
FSH – hormônio folículo estimulante 
LH – hormônio luteinizante 
TH – terapia hormonal 
WHI – estudo Women’s Health Initiative 
IBGE – Instituto Brasileiro de Geografia e Estatística 
RMC – Região Metropolitana de Campinas 
TCLE – Termo de Consentimento Livre e Esclarecido 
MRS – Menopause Rating Scale 
SPEQ – Short Personal Experiences Questionnaire 
IMC – índice de massa corporal 
DSF – disfunção sexual feminina 
CNS / MS – Conselho Nacional de Saúde / Ministério da Saúde 
  
SUMÁRIO 
1. INTRODUÇÃO ...................................................................................................... 17 
2. OBJETIVOS .......................................................................................................... 26 
2.1. OBJETIVO GERAL: ........................................................................................ 26 
2.2. OBJETIVOS ESPECÍFICOS: .......................................................................... 26 
3. METODOLOGIA .................................................................................................... 27 
Desenho do estudo ................................................................................................ 27 
Seleção de sujeitos ................................................................................................ 27 
Análise demográfica e tamanho amostral .............................................................. 28 
Dados e instrumento de coleta de dados ............................................................... 29 
Modo de coleta de dados ....................................................................................... 31 
Controle de qualidade ............................................................................................ 32 
Análise estatística .................................................................................................. 33 
Aspectos éticos ...................................................................................................... 33 
4. RESULTADOS ...................................................................................................... 35 
ARTIGO 1 - Beyond the prescription: medication use and climacteric syndrome. A 
population-based study in middle-aged women. .................................................... 37 
ARTIGO 2 – Medication use and sexual function: a population-based study in 
middle aged women ............................................................................................... 58 
5. DISCUSSÃO GERAL ............................................................................................ 81 
6. CONCLUSÃO ........................................................................................................ 85 
7. REFERÊNCIAS ..................................................................................................... 86 
8. ANEXOS ............................................................................................................... 89 
ANEXO 1. Termo de Consentimento livre e informado .......................................... 89 
ANEXO 2. Exemplo de setor censitário fornecido pelo IBGE ................................ 90 
ANEXO 3. Exemplo de setor censitário novo, delimitado pelo IBGE e com 
marcação realizada pela equipe de pesquisa ........................................................ 91 
ANEXO 4. Ficha de itinerário ................................................................................. 92 
ANEXO 5. QUESTIONÁRIO .................................................................................. 93 
ANEXO 6. Aprovação Comissão de Pesquisa do DTG/CAISM ........................... 117 
ANEXO 7. Comprovante emenda CEP e número do CAAE ................................ 118 
 
 
17 
 
1. INTRODUÇÃO 
Profundas alterações ocorreram no quadro demográfico brasileiro 
com consequentes implicações sobre as demandas sociais durante a última 
década do século XX. Pode-se afirmar que, até as décadas de 1940 e 1950, o 
padrão demográfico brasileiro era relativamente estável e secular (1, 2) (Figura 
1), onde predominava a característica de crescimento das sociedades 
tradicionais, em que a natalidade e a mortalidade são elevadas, o que contribui 
para um tímido, quase nulo, crescimento demográfico. Após a década de 1960, 
houve declínio expressivo nos níveis de fecundidade, redução na taxa de 
crescimento populacional e alterações na pirâmide etária, daí resultando o 
incremento mais lento do número de crianças e adolescentes paralelamente ao 
aumento contínuo da população em idade ativa e da população idosa, 
constituindo o novo padrão demográfico brasileiro (1, 2) (Figura 2). Podemos 
dizer que o Brasil se encontra nesse período de evolução populacional, 
assinalada pela segunda fase da transição demográfica, com tendência a 
retangularização da pirâmide etária populacional (Figura 3). 
 
FIGURA 1. Evolução das taxas brutas de natalidade e mortalidade Brasil - 
1872/2010 
 
 
Fonte: IBGE, Censo Demográfico 1872/2010 e Projeção da População do Brasil por Sexo e Idade para o Período 2000-
2060.  
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FIGURA 2. Estágios da transição demográfica no Brasil 
 
 
Fonte: IBGE, Censo Demográfico 1940/2010. Gráfico adaptado de LUCCI, E. A., et al. Território e sociedade no 
mundo globalizado: Geografia Geral e do Brasil. São Paulo: Saraiva, 2005. p.317 
 
FIGURA 3. Estrutura relativa da população, por sexo e idade Brasil - 1940/2050 
 
Fonte: IBGE, Censo Demográfico 1940/2010 e Projeção da População do Brasil por Sexo e Idade para o Período 2000-
2060. 
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O uso de medicamentos como recurso terapêutico evoluiu no decorrer 
da história da humanidade, e tornou-se o principal instrumento tecnológico do 
campo da saúde, cuja evolução maior ocorreu a partir da Segunda Guerra 
Mundial, através da sua industrialização acompanhada de avanços na ciência, 
que permitiram a síntese de novos fármacos, bem como a utilização de recursos 
instrumentais que pudessem comprovar sua eficácia e segurança. Após 1940, 
ocorreu a introdução maciça de novos fármacos, que trouxeram a população 
possibilidade de cura para enfermidades até então fatais, sobretudo no campo 
de doenças infecciosas, contribuindo assim para a transição demográfica 
brasileira. O atual contexto epidemiológico e demográfico populacional tem 
levado a tratamentos farmacológicos de longa duração, a um maior uso de 
medicamentos e à maior ocorrência de polifarmácia, caraterizada pelo uso de 
múltiplos medicamentos simultaneamente.  
As definições de polifarmácia encontradas na literatura foram 
variáveis. As definições numéricas de polifarmácia mais utilizadas são o uso de 
3 ou mais medicamentos ou o uso de 5 ou mais medicamentos. Tais números 
não levam em consideração as comorbidades presentes, dificultando a avaliação 
da segurança e adequação da terapia no cenário clínico (3). Adicionalmente, 
alguns fatores de risco para seu uso, já conhecidos, são de difícil modificação 
devido, principalmente, à existência de doenças crônicas e de condições 
resultantes do processo de envelhecimento. Embora exista uma necessidade 
nítida de se utilizar medicações nessa fase da vida, o tratamento farmacológico 
com múltiplas drogas pode aumentar o risco de efeitos adversos e potencializar 
a interação medicamentosa. Essa interação ocorre quando a atividade 
farmacológica de uma droga é alterada pelo uso concomitante de outra droga, e 
um aumento ou redução do efeito ou consequências clinicas indesejáveis são 
induzidos (4, 5).  
A multimorbidade, frequentemente definida como a presença de duas 
ou mais doenças crônicas, associa-se à diminuição da qualidade de vida, ao 
declínio funcional do indivíduo e a um aumento da utilização dos cuidados de 
saúde, acarretando vários desafios que podem parecer insuperáveis (6). Apesar 
de a sua prevalência aumentar substancialmente com a idade, em termos 
absolutos é mais prevalente em áreas socialmente desfavorecidas. As doenças 
mais frequentemente associadas são a osteoartrose e as alterações 
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cardiometabólicas, nomeadamente a hipertensão, diabetes, obesidade ou 
doença cardíaca isquêmica (7). 
Apesar do aumento da expectativa de vida da população, a idade de 
início da menopausa tem se mantido constante e ocorre geralmente entre 40 e 
55 anos. A interrupção espontânea das menstruações pode ocorrer 
naturalmente, decorrente da redução gradativa da atividade ovariana (depleção 
dos folículos ovarianos e a interrupção da sua produção hormonal), ou 
artificialmente, secundária a procedimentos clínicos ou cirúrgicos que acarretem 
a interrupção abrupta da produção estrogênica feminina, como exemplos a 
radioterapia, a quimioterapia, a ooforectomia e as causas farmacológicas (8, 9). 
Quando a reserva folicular atinge um limiar crítico (inferior a 1000 folículos), tais 
folículos tornam-se incapazes de responder à estimulação do eixo hipotálamo-
hipófise. Com isso, a produção de hormônios foliculares (estrógeno e 
progesterona) diminui, enquanto aumenta a produção de gonadotrofina na 
hipófise (hormônio folículo estimulante - FSH) (Figura 4).  
 
FIGURA 4. Concentrações séricas hormonais durante climatério e pós-
menopausa. 
 
Fonte: Adaptado de Reed SD, Sutton EL. Menopause. ACP Medicine. 2011;1-19  
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A idade média para o último período menstrual é de 50 anos; no 
entanto, o período de 2 a 8 anos que antecede a menopausa, conhecido como 
perimenopausa, é caracterizado pela percepção do início da maioria dos 
sintomas pelas mulheres. O termo perimenopausa é utilizado para descrever o 
tempo sintomático imediatamente antes do último período menstrual. 
Menopausa refere-se a última menstruação em si, que é uma informação útil na 
determinação da janela de oportunidade para iniciar a terapia hormonal. Pós-
menopausa é usado para descrever a fase da vida de uma mulher após o último 
período menstrual. Transição da menopausa, também conhecido como o 
climatério, refere-se tanto a perimenopausa quanto aos estágios iniciais da pós-
menopausa, quando os sintomas vasomotores são mais prováveis de ocorrer 
(10, 11).  
Os sintomas específicos decorrentes da diminuição da competência 
folicular ovariana e do hipoestrogenismo caracterizam-se inicialmente por 
distúrbios menstruais (alterações na frequência, na duração e na quantidade de 
fluxo dos ciclos menstruais) e instabilidade vasomotora (fogachos e sudorese 
noturna). Conforme a mulher caminha para a perimenopausa tardia, períodos de 
amenorréia de 60 dias ou mais se tornam mais frequentes, até a cessação 
completa dos ciclos. Problemas secundários a deprivação estrogênica de longo 
prazo são caracterizados por sintomas vasomotores, sintomas psicoemocionais 
(ansiedade e depressão), transtornos do sono, alterações do metabolismo 
ósseo, atrofia do trígono urogenital (síndrome genito urinária), alterações 
cognitivas, patologias cardiovasculares e disfunção sexual. A somatória de um 
ou mais destes sintomas acarreta redução significativa na qualidade de vida das 
mulheres acometidas durante e após este período (12). 
A baixa produção hormonal característica da menopausa também 
acarreta alterações metabólicas, como alteração do perfil lipídico, e reduz a 
proteção cardiovascular, conferida no menacme pelo estrogênio nas mulheres 
mais jovens (13). Além disso, há notória redução da osteogênese com 
consequente maior incidência de osteopenia e até mesmo de osteoporose (14). 
A variedade dos sintomas observada em grupos de mulheres com 
características sócio demográficas semelhantes pode ser explicada pelas 
variações hormonais individuais, pois, a interrupção da produção estrogênica 
pelos ovários não implica em ausência de estimulo estrogênico na mulher 
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menopausada, mas em baixo estímulo, uma vez que ainda ocorre produção de 
hormônios masculinos (andrógenos) no ovário na pós-menopausa e também na 
glândula adrenal feminina, e estes andrógenos são convertidos no tecido celular 
lipídico periférico em estrona, um estrógeno de baixa potência, que causa um 
pequeno estímulo no organismo feminino, porém, insuficiente para manter seus 
efeitos protetores (13) (Figura 5). 
 
FIGURA 5. Biossíntese hormonal e envelhecimento reprodutivo 
 
Fonte: Adaptado de Reed SD, Sutton EL. Menopause. ACP Medicine. 2011;1-19 
 
Os sintomas da menopausa devem ser considerados como sinais 
importantes de mudanças fisiopatológicas. As ondas de calor, por exemplo, são 
um estado de instabilidade vasomotora, durante o qual o fluxo arterial é afetado 
por níveis crescentes de epinefrina e norepinefrina (15, 16). A vasodilatação 
ocorre na pele, à medida que o fluxo sanguíneo central desvia para a periferia. 
A diminuição do fluxo sanguíneo genital resulta na perda celular e na secura 
vaginal, que acarretam na atrofia genital e na síndrome genitourinária da 
menopausa (17). A síndrome geniturinária da menopausa é definida como uma 
coleção de sinais e sintomas associados com a diminuição do estrogênio e de 
outros esteroides envolvendo mudanças nos grandes e pequenos lábios, clitóris, 
introito vaginal, vagina, uretra e bexiga. A síndrome inclui os sintomas genitais 
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de secura, queimação, irritação; os sintomas sexuais de diminuição da 
lubrificação, desconforto e dor; e os sintomas urinários de urgência, disúria e 
infecção urinária recorrente. As mulheres acometidas podem apresentar alguns 
ou todos os sinais e sintomas, que levam a um desconforto, que não podem ser 
melhor explicados por outro diagnóstico. Esses sintomas culminam em piora na 
qualidade de vida e prejuízos na vida íntima/conjugal dessas mulheres (18, 19).  
Dados prévios sobre os benefícios da terapia hormonal para o cérebro 
e a cognição das mulheres no período pós menopausa foram ambíguos e 
controversos. Recente reavaliação do papel do estrogênio propôs que a terapia 
de reposição hormonal pode efetivamente impedir os efeitos deletérios do 
envelhecimento na cognição e pode reduzir os riscos de demência, incluindo a 
doença de Alzheimer, se iniciado mais cedo, no início da menopausa (janela de 
oportunidade). Prejuízo cognitivo, alterações na memória recente, distúrbios do 
sono, e instabilidade vasomotora produzem efeitos no sistema nervoso central, 
incluindo diminuição do fluxo sanguíneo cerebral e mudanças degenerativas, 
predispondo a declínio da função cognitiva e demência (20-22). Além desses, 
são comumente observadas alterações de pele e cabelo, como a alopécia, que 
também impactam negativamente em sua qualidade de vida (23). Com todos 
esses prejuízos, observa-se neste período uma maior incidência de depressão 
e ansiedade, sendo considerado muitas vezes uma janela de vulnerabilidade 
para transtornos depressivos devido às alterações hormonais características 
(24). 
Essa diversidade de sintomas normalmente aproxima este grupo de 
mulheres dos serviços de atenção à saúde, à procura de tratamento específico, 
para melhor qualidade de vida. E, impreterivelmente, aumenta a medicalização 
das sintomáticas, contribuindo para maior utilização de recursos terapêuticos. O 
tratamento específico dos sintomas decorrentes do hipoestrogenismo é a 
reposição hormonal (10, 25). O uso de terapias complementares e alternativas 
constitui uma opção para combater os sintomas climatéricos, principalmente em 
mulheres com contra indicações a uso de estrogênios, bem como naquelas que 
desejam evitar terapia hormonal. Como exemplos podemos citar os 
antidepressivos e psicotrópicos, os fitoterápicos associados ou não aos pré e 
probióticos, a acupuntura, a homeopatia, os suplementos alimentares, exercícios 
físicos, técnicas respiratórias, entre outros (26, 27).   
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A manutenção da sexualidade feminina durante a menopausa é parte 
fundamental de uma vida saudável, abrangendo uma gama de comportamentos 
e ações. Pode melhorar substancialmente o bem-estar geral de mulheres 
climatéricas e, assim, contribuir para uma melhor qualidade de vida. Algumas 
doenças crônicas, tais como doenças cardiovasculares, hipotireoidismo, 
diabetes mellitus, doenças respiratórias e doenças psiquiátricas, podem 
influenciar direta ou indiretamente a função sexual, resultando em eventos 
fisiológicos, psicológicos, emocionais e interpessoais. As opções de tratamento 
farmacológico para disfunção sexual feminina são limitadas. Além disso, vários 
tratamentos farmacológicos para doenças crônicas podem interferir 
negativamente na função sexual feminina (21). 
Apesar de tantas opções terapêuticas, ainda hoje nos deparamos com 
mulheres climatéricas negligenciadas, subtratadas e subdiagnosticadas, sem 
acesso a nenhum tipo de tratamento específico, que ainda recorrem aos balcões 
de farmácia em busca de ajuda. O tratamento inadequado ou o subtratamento 
pode ser uma das causas da polifarmácia, medida desesperada, e por vezes 
ineficaz, de reduzir uma pluralidade tão grande de sintomas (28, 29).  
Há poucos estudos de base populacional nacionais ou realizados na 
América Latina a respeito do uso de medicamentos em mulheres de meia idade 
e síndrome climatérica. Em Campinas foi realizado um inquérito de base 
populacional há mais de 10 anos, com mulheres climatéricas, que evidenciou 
algumas características sociodemográficas relacionadas aos sintomas 
climatéricos e aos tratamentos utilizados. Neste estudo a prevalência dos 
fogachos nas mulheres ficou em torno de 70%, e o uso de TH foi de 40% (30, 
31). Entretanto este estudo foi realizado antes da publicação do estudo WHI, que 
mudou radicalmente o tratamento dos sintomas climatéricos ao redor do mundo, 
e também a visão que as mulheres possuem sobre esses tratamentos (32). Da 
mesma forma que o WHI impactou na opinião pública, impactou na atitude dos 
médicos. Em 2007, foi realizado um inquérito através de questionário para os 
ginecologistas do Estado de São Paulo (6000 médicos). Apenas 24% dos 
médicos convidados responderam ao questionário. Uma alta porcentagem dos 
ginecologistas que participaram deste estudo conhecia o estudo WHI e seguiu 
suas recomendações sobre prevenção cardiovascular; consequentemente, eles 
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mudaram sua gestão do tratamento de mulheres na pós menopausa restringindo 
as indicações para TH e diminuindo sua duração de uso e dose (33). 
A escassez de trabalhos populacionais nacionais recentes que 
estudam a prevalência do uso de medicamentos por mulheres de meia idade e 
suas consequências nos sintomas climatéricos e na função sexual, a prevalência 
dos tipos de tratamentos realizados, bem como a sobreposição dos mesmos, 
sejam eles médicos ou alternativos, e a sua eficácia, justificam nosso estudo. Os 
resultados poderão servir de base para implementação de políticas públicas de 
saúde específicas para melhoria do estado de saúde e qualidade de vida das 
mulheres climatéricas e pós menopausa na Região Metropolitana de Campinas, 
que podem ser extrapolados para as mulheres de meia idade no restante do 
Brasil e nortearão o que deve ser valorizado nas decisões de tratamento dos 
sintomas. 
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2. OBJETIVOS 
2.1. OBJETIVO GERAL:  
Avaliar o uso de medicamentos para sintomas climatéricos e sua associação a 
outros medicamentos, bem como a função sexual, em mulheres de meia idade, 
de uma região metropolitana do sudeste do Brasil. 
 
2.2. OBJETIVOS ESPECÍFICOS:  
2.2.1. Avaliar a uso de medicamentos em mulheres com idade entre 45 e 60 
anos e associá-lo aos fatores sócio demográficos. 
2.2.2. Avaliar o uso de medicamentos em mulheres de meia idade de acordo 
com intensidade dos sintomas climatéricos. 
2.2.3. Investigar a associação entre o uso de medicamentos e as morbidades 
mais prevalentes neste grupo etário. 
2.2.4. Avaliar a associação entre função sexual e uso de medicamentos na 
população estudada. 
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3. METODOLOGIA 
Desenho do estudo 
O trabalho atual consiste em uma análise secundária dos dados 
provenientes de um estudo prévio, do tipo “corte transversal”, conduzido entre 
setembro de 2012 e junho de 2013, através de inquérito populacional domiciliar.  
 
Seleção de sujeitos 
Foram incluídas no estudo mulheres brasileiras natas com idade entre 
45 e 60 anos, residentes na Região Metropolitana de Campinas (Figura 6). A 
incapacidade em responder a entrevista devido a qualquer motivo, como recusa 
em participar, déficits cognitivos e/ou incompatibilidade de horários, foram 
considerados critérios de exclusão. 
 
FIGURA 6. Região metropolitana de Campinas (2012 – 2013) 
 
 
Fonte: IBGE, Censo Demográfico 2010. 
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Análise demográfica e tamanho amostral 
De acordo com o Instituto Brasileiro de Geografia e Estatística (IBGE), 
em 2010, a população da Região Metropolitana de Campinas era de 2.798.477 
pessoas, sendo 1.423.748 mulheres. Destas, 257.434 na faixa etária entre 45 e 
60 anos (1). Para o cálculo do tamanho amostral considerou-se uma prevalência 
de mulheres com sintomatologia geral do climatério na cidade de Campinas 
(sintoma referência: fogacho) de 70% (9). Considerou-se uma diferença máxima 
desejada entre a proporção amostral e população de 3,5%, um erro tipo I (alfa) 
de 5% e uma taxa de recusa de 20%. Assim, estabeleceu-se um tamanho 
amostral de 820 mulheres a serem convidadas a participar do estudo. A Região 
Metropolitana de Campinas (RMC) é composta por 19 municípios. Através de 
lista fornecida pelo IBGE, contendo os setores censitários numerados e 
claramente definidos, foram sorteados 92 setores, utilizando-se amostragem 
aleatória simples, equiprobabilística (amostragem censitária por 
conglomerados). Para o sorteio, foram excluídos os setores rurais, semirrurais e 
industriais. Foram listados os setores censitários urbanos contendo no mínimo 
10 mulheres com idade entre 45 e 60 anos. Os setores em que não havia um 
mínimo de 10 mulheres nessa faixa etária foram agrupados com os setores 
vizinhos, de numeração posterior. Após o sorteio dos 92 setores, foi realizada 
seleção aleatória de duas quadras por setor e verificado o número de mulheres 
com idade entre 45 e 60 anos (Anexos 2 e 3). Dessas, foram sorteadas 10 
mulheres que foram entrevistadas. Auxiliares de pesquisa treinadas, guiadas por 
mapas e portando fichas de itinerário dirigiram-se até as residências e realizaram 
o convite para que as mulheres participassem do estudo (Anexo 4). 
Agendamentos foram feitos para garantir a participação da entrevistada. Todas 
as entrevistas ocorreram na própria residência da entrevistada. Todas as 
participantes assinaram um Termo de Consentimento Livre e Esclarecido antes 
da entrevista (Anexo 1). 
A entrevista pôde ser realizada no mesmo momento ou por telefone. 
Um total de 820 mulheres foram convidadas a participar do estudo, sendo que 
71 recusaram-se. Com isso, a amostra final foi constituída por 749 mulheres. 
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Dados e instrumento de coleta de dados 
A variável dependente para este trabalho foi o uso de medicamentos 
para tratamento do sintomas climatéricos e para controle de doenças pré 
existentes. Os medicamentos foram categorizados em quatro grupos de acordo 
com o uso: sem medicação, medicação exclusiva para sintomas climatéricos 
(terapia hormonal, terapia vaginal e terapia alternativa), medicação não exclusiva 
para sintomas climatéricos (medicação para controle de hipertensão arterial, 
diabetes mellitus, dislipidemia, osteoporose, artrite/artrose, asma, depressão e 
ansiedade) e uso de ambas (medicação exclusiva e não exclusiva para sintomas 
climatéricos, concomitantemente).  Polifarmácia foi definido como uso diário e 
concomitante de três ou mais medicações.  
As variáveis independentes deste trabalho foram a intensidade dos 
sintomas climatéricos, a função sexual, as características sócio demográficas, 
hábitos, problemas e percepção de saúde.  
As variáveis de controle foram os antecedentes ginecológicos e 
obstétricos. 
A intensidade dos sintomas da menopausa foi dicotomizada em leve 
e intensa de acordo com a mediana do escore total do Menopause Rating Scale 
(MRS). O MRS é um questionário para avaliação dos sintomas da menopausa 
que já foi formalmente validado e traduzido para a Língua Portuguesa (34), 
consistindo de onze questões abrangendo três domínios de sintomas: 
psicológico, somático e urogenital. Para cada questão, as mulheres podem 
escolher entre cinco possibilidades de resposta, graduadas de forma crescente 
quanto à intensidade dos sintomas. O escore total pode variar de zero (ausência 
de sintomas) a 44 (sintomatologia máxima). Este instrumento foi pré-testado 
pessoalmente ou por telefone em pacientes voluntárias do Ambulatório de 
Menopausa do Hospital da Mulher da Unicamp. A intensidade dos sintomas 
climatéricos foi dicotomizada de acordo com a mediana do escore total do MRS 
e foi considerada severa para valores acima de 8. A intensidade dos sintomas 
somáticos foi dicotomizada de acordo com a mediana do escore parcial do MRS 
para este domínio e foi considerada severa para valores acima de 3.  A 
intensidade dos sintomas psicológicos foi dicotomizada de acordo com a 
mediana do escore parcial do MRS para este domínio e foi considerada severa 
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para valores acima de 2. A intensidade dos sintomas urogenitais foi dicotomizada 
de acordo com a mediana do escore parcial do MRS para este domínio e foi 
considerada severa para valores acima de 1 
A disfunção sexual foi avaliada pelo SPEQ (Short Personal 
Experiences Questionnaire) que é composto por nove questões. Ele avalia a 
libido (uma questão), a resposta sexual (três questões), a frequência da atividade 
sexual (uma questão), sentimentos a respeito do parceiro (duas questões), 
dificuldades sexuais do parceiro (uma questão), e dor durante a penetração (uma 
questão). A pontuação de corte para diagnóstico de disfunção sexual foi 7, com 
uma especificidade e sensibilidade de 79% em diagnosticar mulheres com 
disfunção sexual (35, 36). A versão original deste instrumento foi fornecida por 
investigadores na Universidade de Melbourne, Austrália. Após o processo de 
adaptação com relação a língua e a cultura, a versão portuguesa do SPEQ foi 
considerado útil e apropriado para a coleta de dados auto relatados de função 
sexual e dispareunia em mulheres climatéricas brasileiras (36). 
A categorização das demais variáveis independentes foi realizada da 
seguinte maneira:  
- características sociodemográficas: idade (subdividida em três 
categorias: 45 a 49, 50 a 54 e 55 a 60 anos); escolaridade (anos que frequentou 
instituições de ensino, categorizados em ≥4 e <4 anos); estado civil (com ou sem 
companheiro/a); status menopausal (pré-menopausa se ciclos menstruais 
regulares; perimenopausa se ciclos menstruais irregulares ou amenorreia há 
menos de um ano; pós menopausa se amenorreia há mais de um ano). 
- índice de massa corporal (IMC), categorizado em <25 e ≥25.  
- hábitos: tabagismo (sim ou não); etilismo (sim ou não); atividade 
física (≥3 vezes por semana ou <3 vezes por semana).  
- problemas e percepção de saúde: hipertensão arterial sistêmica 
(sim/não); diabetes mellitus (sim/não); dislipidemia (sim/não); infarto do 
miocárdio (sim/não); acidente vascular cerebral (sim/não); trombose venosa 
profunda ou embolia pulmonar (sim/não); osteoporose ou osteopenia (sim/ não); 
problemas osteoarticulares (sim/não); asma ou bronquite (sim/não); tuberculose 
(sim/não); depressão (sim/não), ansiedade (sim/não); câncer (sim/não). As 
doenças crônicas foram categorizadas em 0, 1 ou 2 e 3 ou mais; ter 3 ou mais 
doenças crônicas foi categorizado como multimorbidade. 
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A categorização das variáveis de controle foi realizada da seguinte 
maneira: 
-  aspectos ginecológicos e obstétricos: menarca, idade do início da 
menopausa, tempo de menopausa, número de filhos vivos; coitarca; uso de 
métodos contraceptivos (já usou, nunca usou ou utiliza no momento); número de 
gestações (0 ou >1); abortos (sim/não); vida sexual ativa (sim/não); cirurgia 
ginecológica prévia (sim/não); cirurgia da bexiga urinária (sim/não); cirurgia da 
mama (sim/não); ouras cirurgias (sim/não); perda urinária (sim/não); secura 
vaginal (sim/não); prurido vaginal (sim/não) e dispareunia (sim/não).  
O questionário utilizado como instrumento para coleta dos dados foi 
estruturado em oito seções: avaliação sociodemográfica, aspectos gerais de 
saúde, aspectos ginecológicos e reprodutivos, sintomas da menopausa, 
conhecimento sobre a menopausa, procura e realização de tratamentos para 
menopausa, aspectos da sexualidade e classificação estrato sócio econômico 
(Anexo 5). 
 
Modo de coleta de dados 
O processo para obtenção da amostra de mulheres envolveu duas etapas: 
o percurso (itinerário) dos entrevistadores em cada setor censitário sorteado e a 
identificação de mulheres elegíveis em cada domicílio selecionado. Para a 
organização e registro do percurso em cada setor censitário, as entrevistadoras 
utilizaram uma Ficha de Itinerário (Anexo 4). Nessa ficha foram anotados todos 
os endereços e a natureza do imóvel (residência, comércio, terreno vazio, 
condomínio de casas, etc.). Cada mulher elegível identificada em um dos 
endereços correspondeu a uma linha na Ficha de Itinerário, onde foram 
anotados: o primeiro nome, a idade, se a mulher aceitou participar da pesquisa 
naquele momento e, nesse caso, o número do questionário aplicado. Se a 
mulher não estivesse em sua residência no momento em que o entrevistador 
passou, ou não aceitasse ser entrevistada naquele momento, foi anotado o 
endereço e número de telefone para posterior contato telefônico, quando a 
entrevista poderia ser feita, não mais pessoalmente, mas por telefone. Naqueles 
endereços em que nenhuma pessoa atendeu quando a entrevistadora passou, 
foi feito contato telefônico posterior, com até quatro tentativas, para saber se 
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existem mulheres elegíveis naquele local e, em caso positivo, a entrevista pode 
ser feita por telefone ou agendada com uma mulher elegível. Se nas quatro 
tentativas nenhuma pessoa atender ou não se conseguir falar com nenhuma 
mulher elegível, o endereço então foi considerado como não disponível e a casa 
subsequente foi avaliada. Ao término do trabalho em cada setor, os 
entrevistadores entregaram a ficha correspondente ao supervisor de campo, que 
realizou a sua conferência, para verificar se o percurso e a seleção das mulheres 
foram feitos de acordo com as instruções. Em casos especiais em que a 
entrevistada não estava disponível no momento para responder ao questionário, 
mas concordou em participar da pesquisa, foi anotado o número de telefone da 
mulher para contato e realização da entrevista por este meio em posterior horário 
marcado em momento mais oportuno para a mesma. 
 
Controle de qualidade 
Foi realizado o controle da qualidade através do treinamento dos 
entrevistadores e supervisores de campo pelos pesquisadores responsáveis 
pelo estudo, além do fornecimento de um manual de instrução para os 
entrevistadores. Os dados itinerários foram constantemente conferidos pelos 
supervisores, e as entrevistas foram refeitas na sua totalidade ou em parte pelos 
supervisores em 10% dos casos, a fim de controlar a qualidade do trabalho dos 
entrevistadores. Em alguns casos especiais, esta checagem foi realizada por 
telefone com horário marcado com a entrevistada, caso fosse mais conveniente 
para a mesma. Essa checagem foi feita sem violar os aspectos éticos da 
pesquisa porque, quando a entrevistadora aplicou o questionário, já avisou a 
entrevistada da possibilidade de um novo contato, através do supervisor, para 
realizar essa checagem. Os dados foram digitados por dois digitadores 
independentes e foram gerados dois bancos de dados diferentes, para 
verificação da consistência dos dados através da comparação desses bancos de 
dados. Então foram realizadas as correções pertinentes, para evitar que erros 
de digitação influenciassem na análise dos dados. Os dados colhidos e digitados, 
assim como os itinerários percorridos, foram constantemente checados e 
verificados pelos pesquisadores, para verificar a fidedignidade das entrevistas e 
do banco de dados formado. As informações, obtidas das entrevistas com as 
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mulheres, foram duplamente digitadas, por pessoas diferentes, que geraram dois 
bancos de dados separadamente. Após essa primeira etapa houve a verificação 
de consistência simples, através da comparação desses bancos de dados; as 
correções foram feitas em um dos arquivos para gerar o banco de dados 
semifinal. Em seguida foi realizada a verificação de consistência lógica em que 
novas possíveis alterações foram feitas para gerar o banco de dados final. O 
software Epi Info foi utilizado para o processamento dos dados. 
 
Análise estatística 
Para descrever o perfil da amostra segundo as variáveis em estudo, a 
análise dos dados foi feita a partir da distribuição de frequências das 
características das mulheres estudadas. Em seguida, foi realizada análise 
exploratória de dados através de medidas resumo (média, desvio-padrão, 
mínimo, mediana e máximo). Para comparação das variáveis categóricas entre 
grupos foram utilizados os testes Qui-Quadrado ou exato de Fisher (para valores 
esperados menores que 5). Para comparação das variáveis numéricas foi 
utilizado o teste de Mann-Whitney, devido à ausência de distribuição normal das 
variáveis. Análises simples e múltiplas de regressão de Poisson (com seleção 
Stepwise Forward de variáveis) foram realizadas para estudar a relação dos 
fatores associados ao uso de medicamentos (exclusivos para alívio dos sintomas 
climatéricos, não exclusivos, ambos e polifarmácia), com intervalo de confiança 
de 95% para a razão de prevalência. O nível de significância adotado para os 
testes estatísticos foi de 5%, ou seja, p<0,05. O programa computacional SAS 
System for Windows (Statistical Analysis System), versão 9.2. SAS Institute Inc, 
2002-2008, Cary, NC, USA, foi utilizado como ferramenta para a análise 
estatística. 
 
Aspectos éticos 
Todas as participantes assinaram Termo de Consentimento Livre e 
Esclarecido previamente à realização da entrevista (Anexo 1). Este termo 
cumpriu todas as exigências da resolução 466/2012 CNS/MS. A participante foi 
assegurada de que sua identidade seria mantida em sigilo e de que nenhuma 
informação seria dada a outras pessoas que não fizessem parte da equipe de 
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pesquisadores. Foi informada também que material e os dados obtidos nesta 
pesquisa serviriam exclusivamente para as finalidades previstas neste 
documento ou conforme o consentimento dado pela participante. 
O estudo foi aprovado pela Comissão de Pesquisa do Departamento de 
Tocoginecologia, da Faculdade de Ciências Médicas da Universidade Estadual 
de Campinas, protocolo número 030/2011 (Anexo 6). Emenda aprovada pelo 
Comitê de Ética em Pesquisa (CEP) da Faculdade de Ciências Médicas da 
Universidade Estadual de Campinas, protocolo número 779/2011 (Anexo 7). 
Número do registro referente ao Certificado de Apresentação para Apreciação 
Ética (CAAE) 0697.0.146.000-11 (Anexo 7). 
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ABSTRACT 
Objective: To evaluate medication use during the climacteric period and assess 
its association with sociodemographic factors, morbidities, and climacteric 
symptoms in middle-aged women. 
Methods: A secondary analysis of an exploratory cross-sectional population-
based study including 749 women (age, 45–60 years) evaluated with the help of 
home interviews. We assessed data to identify associations between dependent 
(use of medication exclusively for climacteric symptoms, use of medications for 
chronic diseases) and independent variables (sociodemographic factors, clinical 
characteristics, intensity of climacteric symptoms). 
Results: The women were aged 52.5 years (mean) and menopause occurred at 
46.5 years (mean). The overall prevalence of medication use was 68.8%. Poisson 
regression analysis showed that the use of exclusive medications for relieving 
climacteric symptoms was associated with good health (prevalence ratio [PR] = 
11.8; 95% confidence interval [CI], 6.6–21.1; p < 0.001) and menopause onset at 
the age of <44 years (PR = 4.5; 95% CI, 1.9–10.9; p < 0.001). Polypharmacy was 
associated with women with the most comorbid diseases (PR = 10.7; 95% CI, 
4.6–24.4; p < 0.001) and a longer time since menopause (PR = 2.5; 95% CI, 1.5–
4.2; p < 0.001). A lack of medication use was associated with disease absence 
(PR = 11.8; 95% CI, 6.6–21.1; p < 0.001) and pre-menopausal status (PR = 1.8; 
95% CI, 1.3–2.5; p < 0.001).  
Conclusions: Middle-aged women often use medications; medication use is 
associated with factors such as age at menopause, time since menopause, 
menopausal status, overweight/obesity status, and multimorbidity.  
Key Words: Menopause – Middle-aged women - Medication use – MRS 
(Menopause Rating Scale) – Polypharmacy - Multimorbidity. 
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INTRODUTION 
In Western populations, menopause often influences the perception of 
aging. To achieve a longer and active life expectancy and to minimize the impacts 
of menopause and aging, many women at this stage of development seek 
medical care and explore their treatment options. At this stage, the therapeutic 
approach is often initiated for climacteric symptoms and chronic and degenerative 
diseases, which increase in incidence after 50 years of age. 
These epidemiologic and demographic contexts have led to long-term 
pharmacological treatments and a higher occurrence of polypharmacy, 
characterized by the simultaneous use of multiple medications. It is universally 
known that polypharmacy is common among older populations (age > 65 years), 
which may present a higher prevalence of chronic diseases and higher 
attendance of health services1. Although there is a clear need to use medications 
as one ages, there is a hypothesis that polypharmacy may start before senility 
close to the climacteric transition and have some harmful consequences. 
Polypharmacy can increase the risk of side effects and the potential probability 
of drug interactions, which can potentially intensify the climacteric symptoms. 
Polypharmacy, a worldwide issue that affects 15–22% of the population, 
is related to aging (medication use increases significantly among people 40–64 
years of age), female sex, divorced or widowed status, low educational level, 
higher body mass index, and self-medication status2,3. Some Brazilian 
population-based studies described a 25–35% prevalence of polypharmacy in the 
elderly population and a positive association with female sex, age 75 years or 
older, low education level, and living with a partner4,5.  No previous study 
assessed the prevalence of polypharmacy for a specific group of middle-aged 
women (45-59 years) in Brazil. This is a growing group after the demographic 
transition, which corresponds to 9% of the total population estimated in 2016 by 
the Brazilian Instituite of Geography and Statistics (IBGE)6. In addition, few 
studies have evaluated the problem of polypharmacy and its association with 
climacteric symptoms in middle-aged women1,7.  
Preventive health measures for this group, such as control of the initial 
stage of chronic diseases, will increase the active life expectancy and enable a 
40 
 
life free of significant disability. The feminization associated with the aging 
population requires a better assessment of middle-aged women. To determine 
the prevalence of medication use and chronic diseases in this age group and 
associate them with clinical and sociodemographic characteristics, a secondary 
analysis of a population-based study in a metropolitan region of Brazil was 
performed. 
 
METHODS 
Study design  
A secondary analysis of a cross-sectional exploratory population-based 
study was performed between September 2012 and June 2013. This cross-
sectional study followed the recommendations stated by the Strengthening the 
Reporting of Observational Studies in Epidemiology statement 8,9, whose 
methodology has been presented in previous studies 10-17. 
Subject Selection 
The inclusion criteria were native Brazilian middle-aged women (45–60 
years) living in the Campinas metropolitan region. The exclusion criterion was the 
inability to respond to the questionnaire for any reason.  
Demographyc data and sample size 
According to the IBGE, in 2010, the total population of the Campinas 
metropolitan region was 2,798,477. Of them, 1,423,748 were female; of those, 
257,434 were aged 45–60 years18. Sample size was calculated based on the 
prevalence of general climacteric symptoms, considered 70% in the city of 
Campinas19. Hot flashes were used for reference. To estimate a desired 
maximum difference of 3.5% between the sample proportion and the entire 
population with an alpha error level of 0.05, the sample size was calculated to be 
656 women. The final sample size was 749 women (excluding 71 who refused to 
participate). 
Participants selection 
Until 2013, the Metropolitan Region of Campinas consisted of 19 
municipalities. A list containing numbered and clearly defined census tracts was 
provided by the IBGE. Using a simple random sampling approach, 92 tracts were 
selected. For the selection, rural, semirural, and industrial sectors were excluded. 
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Urban census tracts containing at least 10 women aged 45–60 years were listed. 
The sectors with at least 10 women in this age group were grouped with their 
neighboring sectors. The 92 sectors were randomly divided into 2 blocks by 
sector and the number of women aged 45–60 years was determined. Ten women 
from each sector were selected for interviews. Trained research assistants 
guided by maps drove to the selected homes and invited the inhabitant (selected 
woman) to participate in the study. All interviews were made on the spot. 
Appointments were made to ensure interviewee participation in case she was not 
available for the first contact. The refusals were mostly due to lack of availability.  
The interviewers completed 20-hour trainings that consisted of a 
combination of theoretical and practical classes. For this training, a manual was 
created based on the ethical aspects of research with human beings, the study 
objectives and methodology, interview techniques, and administrative matters. 
This guide enabled interviewers to gain familiarity with the conversation 
approach, instruments that were used to select the volunteers, and the data 
collection. A mix of techniques suitable for all stages of the survey was used to 
train the interviewers. One such technique was a “demonstration” in which they 
watched a previously prepared interview. This procedure allowed them to 
observe the course of an interview. During training, the questions included in the 
questionnaire were discussed in detail. Researchers of the Reproductive Health 
Research Center of Campinas (CEMICAMP) and a PhD student in charge of the 
project were responsible for training the research assistants. They explained the 
purpose and importance of the study and discussed each item and their technical 
meanings. They also performed fieldwork to practice the process of selecting and 
interviewing women with a background similar to that of the target population. 
After this training, a test to assess progress was applied. Based on the 
performance and the quality of the interviews in class and homework 
assignments, it was decided who was prepared to collect data for the survey. The 
six interviewers who participated in the data collection process had at least 11 
years of formal education. Their fieldwork was supervised by the principal 
investigators and by CEMICAMP researchers who act in partnership with 
UNICAMP. The supervisors were senior researchers who had already gained 
considerable experience from other population-based studies with similar 
methodology conducted in the past. The observation and supervision continued 
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during the practical work until the process was completed. The interviews lasted 
30–40 min.  
The study was approved by the ethics committee of the Department of 
Obstetrics and Gynecology, Faculty of Medical Sciences, State University of 
Campinas, UNICAMP (protocol number 030/2011). All participants signed an 
Informed Consent Form prior to the interview. 
Data collection  
The data collection began on 09/10/2012 and ended on 06/06/2013. The 
dependent variable was medication use for the treatment of climacteric symptoms 
and/or for controlling preexisting chronic diseases. Medication was categorized 
into four groups according to use: without medication, exclusive medication for 
climacteric symptoms (hormone therapy, vaginal hormone therapy, alternative 
therapy), non-exclusive medication for climacteric symptoms (medication for 
hypertension, diabetes, dyslipidemia, osteoporosis, arthritis/arthrosis, asthma, 
depression, anxiety) and use of both (exclusive and non-exclusive medication for 
concomitant climacteric symptoms). To minimize a possible memory bias, the 
strategy used was the adoption of standardized procedures by the interviewers 
during the data collection, such as prescription requests, packaging, or package 
inserts. Polypharmacy was defined as daily and simultaneous intake of three or 
more medications. Chronic diseases were categorized into 0, 1, 2, or 3 or more; 
having three or more chronic diseases was categorized as multimorbidity.  
The questionnaire used to collect the data was structured in 8 sections: 
sociodemographic evaluation, general health aspects, gynecological and 
reproductive aspects, menopause symptoms, knowledge about menopause, 
search and completion of menopause treatments, aspects of sexuality, and 
classification socioeconomic strata. The socioeconomic level classification was 
made in 2 ways: using median household income reported (R$2,500) and the 
Brazilian Economic Classification Criterion (A/B, C, and D)20. The instrument was 
previously pretested in a person or by phone with volunteer participants from the 
menopause clinic of the University of Campinas Women’s Hospital. Any 
questions that generated uncertainties were adapted once again and tested until 
the participants reported no more doubts about or difficulties answering the 
questions. A final version of the instrument was obtained through this evaluative 
feedback process.  
43 
 
The intensity of climacteric symptoms was dichotomized according to the 
median of the total Menopause Rating Scale (MRS) score; scores >8 indicated 
severe climacteric symptoms. The intensity of the somatic symptoms was 
dichotomized according to the median partial score of MRS for this domain; 
scores >3 indicated severe somatic symptoms. The intensity of the psychological 
symptoms was dichotomized according to the median of the partial MRS score 
for this domain and considered severe for scores >2. The intensity of the 
urogenital symptoms was dichotomized according to the median partial MRS 
score for this domain and considered severe at values >1. The MRS is a 
questionnaire used to evaluate menopausal symptoms and has already been 
validated and translated into Portuguese21. The scale consists of 11 questions 
covering psychological, somatic, and urogenital symptoms. Each question has 5 
possible answers and is scored incrementally by severity. The total score can 
range from 0 (no symptoms) to 44 (maximal symptoms).  
The independent variables were sociodemographic characteristics 
including age (45–49, 50–54, and 55–60 years), schooling (years of attendance 
at educational institutions categorized into up to 4 years and more than 4 years), 
having a partner (with or without), menopausal status (pre-menopausal if 
experiencing regular menstrual cycles; peri-menopausal if having irregular 
menstrual cycles or amenorrhea for less than 1 year; and post-menopausal if 
amenorrhea lasted for more than 1 year), and body mass index (kg/m2) of less 
than or more than 25. Lifestyle habits considered included smoking (yes/no), 
alcohol intake (yes/no) and physical activity (more than 3 times per week, yes/no). 
For health problems and self-reported health status, the following parameters 
were evaluated: hypertension (yes/no), diabetes mellitus (yes/no), dyslipidemia 
(yes/no), myocardial infarction (yes/no), stroke (yes/no), deep venous thrombosis 
or pulmonary embolus (yes/no), asthma or bronchitis (yes/no), chronic rheumatic 
diseases (yes/no), osteoporosis (yes/no), depression (yes/no), anxiety (yes/no), 
cancer (yes/no), and tuberculosis (yes/no). Collected gynecologic and obstetric 
history factors included menarche, menopause onset age, years after 
menopause, number of natural childbirths, parity (0 or >1), abortions (yes/no), 
contraceptive method (ever used, currently used, never used), sexual activity 
(yes/no), bladder surgery (yes/no), breast surgery (yes/no), other gynecological 
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surgeries (yes/no), urinary incontinence (yes/no), vaginal dryness (yes/no), 
vaginal itching (yes/no), and dyspareunia (yes/no). 
Statistical analyses  
The frequency distribution of the participants’ characteristics was 
analyzed. An exploratory data analysis was performed through summary 
measures (mean, standard deviation, minimum, median, maximum). The 
variables were compared using Fisher’s exact test, the Chi-square test, the 
Mann-Whitney test, or the Kruskal-Wallis test. The level of statistical significance 
was set at 5%. Poisson regression analysis, simple and multiple, was used to 
study the factors associated with medication use (prevalence ratio estimation), 
with forward stepwise variable selection criteria (95% CI). All analyses were 
performed using Statistical Analysis System for Windows version 9.2 (SAS 
Institute Inc., Cary, NC, USA). 
 
RESULTS 
A total of 749 women (mean age, 52.5 ± 4.4 years; mean age at 
menopause, 46.5 ± 5.8 years) were included in the present study. By menopause 
stage, 16% were pre-menopausal and 84% were peri- or post-menopausal. The 
overall prevalence of medication use was 68.8%; of these patients, 9.8% were 
using exclusive medication for the climacteric symptoms, 41.2% were using non-
exclusive medication for the climacteric symptoms, and 17.8% were using both 
exclusive and non-exclusive medications. Only 20.8% of the participants reported 
previous or current use of systemic and/or vaginal hormone therapy. The overall 
frequency of polypharmacy was 24.6%. The most commonly prescribed 
medications were those for treatment of cardiovascular diseases (34.6%), 
antidepressants (14.7%), oral lipid-lowering agents (13%), anxiolytics (12%), 
treatment of osteoarticular diseases (12%), and treatment of diabetes (9.6%). 
Polypharmacy was more frequent in women aged 55–60 years (p < 0.001), with 
menopause onset after 40 years of age (p < 0.001), with peri- or post-menopausal 
status (p < 0.001), or with multimorbidity (p < 0.001) (data not shown).  
Table 1 shows the results of the association between medication use and 
sociodemographic and clinical variables in the bivariate analysis. The use of 
exclusive medication for climacteric symptoms was higher in the subgroup of 
women aged 55–60 years (p < 0.001), those with an age at menopause of over 
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45 years (p < 0.001), those with peri- or post-menopausal status (p < 0.001), 
whose in menopause for less than 10 years (p < 0.001), and those of higher 
socioeconomic level (p = 0.003). Aging (p < 0.001), longer time since menopause 
(p < 0.001), peri- or post-menopausal status (p < 0.001), overweight or obese 
status (p < 0.001), presence of chronic diseases (p < 0.001), and lower family 
income were associated with the use of non-exclusive medications. 
The use of any medication (concomitant exclusive and non-exclusive 
medication for climacteric symptoms) was associated with more advanced age 
(p<0.001), more than 5 years since menopause (p < 0.001), post-menopausal 
status (p < 0.001), overweight/obesity status (p < 0.001), and multimorbidity (p < 
0.001). The other sociodemographic variables were not associated with 
medication use. 
About 79% of women reported having some type of chronic disease. The 
most prevalent morbidities were hypertension (36%), depression (34%), anxiety 
(27%), osteoarticular diseases (27%), dyslipidemia (22%), asthma (10.5%), 
diabetes mellitus (10.4%), and osteoporosis (7.3%). Only 21.2% denied having 
morbidities; however, approximately half of the population studied (47.3%) 
reported 1 or 2 comorbidities and 31.5% had multimorbidity. About 15% of the 
women with chronic diseases did not use any type of medication (data not 
shown).  
Table 2 shows the bivariate analysis results of the association between 
medication types and climacteric symptoms. Women who did not use medication 
or those previously or currently using exclusive medication for climacteric 
symptoms were less likely to have severe climacteric symptoms (MRS < 8) (p < 
0.001). Women with lower somatic and psychological symptoms related to 
menopause were those who did not use any medication or those under treatment 
for menopause (p < 0.001). On the other hand, women who had the most severe 
urogenital symptoms were using both medications (exclusive and non-exclusive) 
(p < 0.001). A higher intensity of climacteric symptoms was also observed in 
those women who reported polypharmacy (70% of women). Women who 
presented higher somatic, psychological, and urogenital scores as well as a 
greater global symptom score presented a higher frequency of using both 
medications.  
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Although the symptoms were significant on the bivariate analysis, they 
were not statistically significant after the adjustment of the other variables in the 
multiple regression analysis. Table 3 shows the main factors associated with 
medication use according to the Poisson multiple regression analysis. Women 
who did not use medications were associated with the absence of chronic disease 
(PR = 11.81; 95% CI, 6.60–21.16; p < 0.001) and being in the pre-menopausal 
period (PR = 1.88; 95% CI, 1.39–2.55; p < 0.001). Women with a higher 
prevalence of using exclusive medication for climacteric symptoms were those 
with the lowest number of diseases (PR = 11.81; 95% CI, 6.60–21.16; p < 0.001) 
and with a menopause onset at younger than 44 years (PR = 4.58; 95% CI, 1.91–
10.97; p < 0.001). Women who were using non-exclusive medication for 
climacteric symptoms were those with at least 1 chronic disease (1 or 2 diseases: 
PR = 65.18; 95% CI, 9.20–461.60; p < 0.001; ≥3 diseases: PR = 80.64; 95% CI, 
11.38–571.60; p < 0.001) and those with overweight/obesity status (PR = 1.33; 
95% CI, 1.02–1.75; p < 0.001). Women with a higher prevalence of exclusive and 
non-exclusive medication use for climacteric symptoms (both) were those with at 
least 1 chronic disease (1 or 2 diseases: PR = 10.78; 95% CI, 2.65–43.85; p < 
0.001; ≥3 diseases: PR = 19.61; 95% CI, 4.85–79.23; p < 0.001) and those at 
least 5 years after menopause (5–9 years: PR = 4.77; 95% CI, 2.23–10.02; p < 
0.001; ≥10 years: PR = 4.74; 95% CI, 2.22–10.12; p < 0.001). Women with a 
higher prevalence of polypharmacy were those with the highest number of 
diseases (PR = 10.71; 95% CI, 4.69–24.43; p < 0.001) and those with a longer 
time since menopause (5–9 years: PR = 2.47; 95% CI, 1.46–4.18; p < 0.001; ≥10 
years: PR = 2.53; 95% CI, 1.51–4.26; p < 0.001). 
 
DISCUSSION 
The aim of this study was to evaluate the prevalence of medication use by 
middle-aged women and its association with sociodemographic factors, 
morbidities, and climacteric symptoms. The data showed a high prevalence of 
medication use associated with age at menopause, time since menopause, 
overweight and obesity, and presence of morbidities. 
According to IBGE, the percentage of middle-aged women (45-60 years) 
corresponds to 9% of the total Brazilian population (18,861,113 women)6. There 
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are very few Brazilian data about medication use and polypharmacy in this large 
and specific group of women. 
Age is a predictor of medication use, and its effect occurs even before 60 
years, as medication use increases starting in the fourth decade of life22. Bertoldi 
et al. performed a population-based study of 41,433 individuals that recorded a 
prevalence of medication use of 36–61%, accounting for women in the age group 
of 40–60 years of age with a trend toward greater use with aging5. Our results 
confirm such evidence with an even greater prevalence of medication use 
(68.8%). Also, according to our findings, it is necessary to emphasize that 7 of 10 
women were using some type of medicine. 
According to our analysis, an age at menopause onset of 45 years or older 
was associated with greater medication use (exclusive, non-exclusive, both). 
Women who were in menopause for less than 5 years followed by women with a 
time since menopause of up to 10 years had a higher frequency of exclusive 
medication use for climacteric symptoms, justified by the higher prevalence of 
symptoms in the menopausal transition and being in the concept of the window 
of opportunity23. Beyond 10 years after menopause, we observed a higher 
frequency of the use of both medications. In Brazil, population-based studies on 
pharmaceutical consumption showed increasing use with age, both in small 
towns24 and in large urban centers25. Thus, being in the peri- or post-menopausal 
period was associated with a higher frequency of the use of all medication 
categories, probably because of a higher number of medical consultations due to 
climacteric symptom complaints and by the eventual opportunity to diagnose 
chronic diseases during the menopausal transition.  
There was a higher intensity of climacteric symptoms in women who were 
using non-exclusive medications to alleviate these symptoms as well as in those 
who used both medications for climacteric symptoms. The hypotheses for this 
scenario are justified by the demographic transition of the last decades and the 
feminization of aging. Women, who have a longer life expectancy and live longer 
with chronic degenerative processes, are more affected by nonfatal health 
problems and more aware of their health. In addition, they usually express more 
signs and symptoms to health care professionals, resulting in a higher number of 
prescriptions. Costa et al. studied the prevalence of medication use by the adult 
population in the city of Campinas, São Paulo, and the determinants of this use 
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according to demographic, socioeconomic, health-related, and morbidity factors. 
The prevalence was higher among women and in age groups over 40 years of 
age, highlighting the prevalence of 88.4% in the age group of 70 years or more26. 
Regarding the relationship between polypharmacy and age, it may be associated 
with the increase or worsening of diseases in older women as well as the higher 
use of health services by this age group. A previous study showed that this age 
group of middle-aged women had a high demand for medical services to treat 
climacteric symptoms (80%)27. Therefore, the greater the contact with health 
services, the greater possibility of the diagnosis of diseases that begin during this 
phase of life, which could justify the high prevalence of medicalization. 
In Brazil, some population-based studies have described a 25–35% 
prevalence of polypharmacy in the elderly population with positive associations 
with female sex, elderly age (75 years of age or older), low educational level, and 
living with a partner28-30. No previous study evaluated the prevalence of 
polypharmacy for the specific group of middle-aged women (45–59 years) in 
Brazil. The overall frequency of polypharmacy in our group of women was 24.6%, 
very similar to that of the older population. 
Despite the high prevalence of chronic diseases (79%), treatment was not 
observed in 100% of each more prevalent morbidity, indicating a possible lack of 
adherence and not a lack of diagnosis. This may be due to symptoms that have 
no indication of pharmacological treatment, lack of adherence to the proposed 
treatment, or often a lack of economic conditions for the acquisition of prescribed 
medications. Here we observed a higher frequency of exclusive medication use 
for climacteric symptom relief in women with a higher family income and a better 
socioeconomic level. This observation is in line with the current cost of hormone 
therapy versus the lack of variety of dispensing options by the Brazilian Unified 
Health System31. Women who reported being in a lower social stratum were more 
likely to use non-exclusive medications for climacteric symptoms. Among them, 
the most commonly used drugs were those for cardiovascular diseases (34.6%). 
These data are in agreement with those of another Brazilian study of an older 
population that listed the 20 drugs most frequently used by elderly users of 
polypharmacy (5 or more drugs) according to the Anatomical Therapeutic 
Chemical Classification in the Municipality of São Paulo, SABE Study, 200630. 
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Similarly, our data are in agreement with data from a recent study that 
summarized the most commonly prescribed medications in the US32. 
After the regression analysis, we observed that women with the highest 
prevalence of exclusive medications for climacteric symptoms were those with 
the lowest number of diseases and those with menopause onset before the age 
of 44 years. These data are aligned with the higher prevalence of symptoms in 
the period of the menopausal transition and with indications for hormone therapy, 
which possibly influenced the higher number of hypertension prescriptions for 
younger women within the window of opportunity and in those with no 
comorbidities, which could contraindicate their use23. The women with the highest 
prevalence of polypharmacy were those with the highest number of diseases and 
a longer time since menopause. The appearance of chronic diseases is inherent 
to the aging process, justifying the greater medicalization found in patients with 
multimorbidity and a longer period of menopause. No medication use was 
associated with an absence of diseases and pre-menopause status. This finding 
reinforces the need to address women early, preferably in the period before the 
menopausal transition, to promote health through lifestyle modifications, thus 
preventing the onset of chronic degenerative diseases at earlier ages. The 
symptoms were not statistically significant according to the findings of multiple 
regression analysis. Statistically significant data may be found in future analyses 
of climacteric symptoms with the use of medications in some specific subgroup 
of this sample population, such as a lower age group or menopausal transition 
period. 
The limitations of the present study include the difficulty of establishing a 
cause-effect relationship with the cross-sectional study design and self-reported 
measures. Another limitation is that self-reported information may be more 
subject to recall bias. The strengths of this research include its sample size, the 
fact that it was population-based, and the rigorous data collection. To minimize 
possible memory bias, interviewers used standardized procedures by the 
interviewers during data collection, such as prescription request, packaging, or 
package insert. The information collected regarding the use of medication was 
comprehensive and complete. However, because it was not the object of this 
study, self-medication was not contemplated in the analysis. 
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CONCLUSION 
Medication use was high in middle-aged women and was associated with 
the factors such as age, time since menopause, menopausal status, overweight 
and obesity status, and multimorbidity. Understanding and controlling these 
factors can help reduce symptoms, rationalize drug prescriptions, prevent chronic 
diseases, and improve overall care during the climacteric and aging processes. 
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TABLE 1. Association between medication types and sociodemographic 
factors (n = 749) - bivariate analysis 
 
 
 
xCHI-SQUARE test 
BMI body mass index 
Bold values indicates statistical significance 
a, b, c, d: groups with different letters are significantly different. 
 
 
Characteristic Without 
medication 
Exclusive 
medication 
Non-
exclusive 
medication 
Both Total 
 
px 
Age (years,y) n % n % n % n % n <0.001 
45 – 49 110 47.0 a 19 26.0 78 25.0 21 16.0 228  
50 – 54 76 32.5 23 31.5 102 32.8 41 31.3 242  
55 - 60 48 20.5 31 42.5 b 131 42.1 b 69 52.7 b 279  
Age at 
menopause (y) 
         <0.001 
Without 
menopause 
113 48.3 a 9 12.3 78 25.0 a 9 6.87 209  
<40 13 5.56 5 6.85 22 7.07 14 10.7 54  
40-44 21 8.97 13 17.8 37 11.9 24 18.3 95  
≥45 87 37.2 46 63.0 b 174 55.9 b 84 64.1 b 391  
Time since 
menopause (y) 
         <0.001 
Without 
menopause 
113 48.3 a 9 12.3 78 25.0 a 9 6.87 209  
<5 57 24.4 27 36.9 b 86 27.7 34 25.9 204  
5-9 31 13.3 20 27.4 c 71 22.8 42 32.0 c 164  
≥10 33 14.1 17 23.3 76 24.4 46 35.1 d 172  
Menopausal 
status 
         <0.001 
Pré 72 30.7 a 5 6.85 39 12.5 4 3.05 120  
Peri/Pós 162 69.2 68 93.1 b 272 87.5 b 127 96.9 b 629  
BMI          <0.001 
<25 88 41.9 a 34 50.0 a 71 24.4 42 33.0 235  
≥25 122 58.1 34 50.0 220 75.6 b 85 66.9 b 461  
Diseases          <0.001 
0 125 53.4 a 34 46.6 a 0 0.00 0.00 0.00 159  
1-2 95 40.6 32 43.8 169 54.3 b 58 44.3 354  
≥3 14 5.98 7 9.59 142 45.7 c 73 55.7 c 236  
Socioeconomic 
level 
         0.003 
A/B 116 50.0 52 71.2 a 148 47.7 80 61.1 a 396  
C 104 44.8 b 18 24.7 143 46.1 b 41 31.3 306  
D 12 5.17 3 4.11 19 6.13 10 7.63 44  
Family income 
(median) 
         0.021 
<R$2.500,00 95 46.1 21 32.3 139 53.0 a 49 44.9 304  
≥R$2.500,00 111 53.8 44 67.7 b 123 46.9 60 55.0 338  
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TABLE 2. Association between medication types and severity of climacteric symptoms - bivariate analysis  
 
xCHI-SQUARE test 
Bold values indicates statistical significance 
a, b, c, d: groups with different letters are significantly different. 
 
Variables 
Without 
medication 
(n=234) 
Exclusive 
medication 
(n=73) 
Non-exclusive 
medication 
(n=309) 
Both 
 
(n=130) 
Total 
 
px 
Total MRS 
(median) 
n % n % n % n % n p<0.001 
<8 150 64.1 a   41 56.2 a 139 44.9 42 32.2 372  
≥8 84 35.9 32 43.8 170 55.1 b 88 67.7 b 374  
Somatic MRS 
(median) 
         p<0.001 
≤3 151 64.5 a 39 53.4 a 144 46.3 44 33.6 378  
>3 83 35.5 34 46.6 167 53.7 b 87 66.4 b 371  
Psychological MRS 
(median) 
         p<0.001 
≤2 156 66.7 a 40 54.8 a 148 47.7 54 41.2 398  
>2 78 33.3 33 45.2 162 52.3 b 77 58.8 b 350  
Urogenital MRS 
(median) 
         p<0.001 
≤1 156 66.7 a 38 52.0 159 51.3 59 45.4 412  
>1 78 33.3 35 48.0 b 151 48.7 b 71 54.6 b 335  
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TABELA 3. Factors associated with medication use – Poisson multiple regression analysis 
Factors associated with non-use of medications (n = 207 without medication and n = 482 others) 
 
Variablesa Categories PR* CI 95% PR p 
Number of diseases ≥3 (ref) 1.00 ------ ----- 
1 - 2 4.05 2.25 – 7.30 <0.001 
0 11.58 6.46 – 20.75 <0.001 
Age at menopause ≥45 years (ref) 1.00 ------- ------ 
40 – 44 years 1.04 0.61 – 1.79 0.882 
< 40 years 1.56 0.87 – 2.83 0.138 
Without menopause 
 
1.89 1.39 – 2.55 <0.001 
Factors associated with the use of exclusive medication for the climacteric symptoms 
(n= 68 with exclusive medication and n = 621 others) 
 
Variablesa Categories PR* CI 95% PR p 
Number of diseases ≥3 (ref) 1.00 ------ ----- 
1 - 2 3.46 1.52 – 7.86 0.003 
0 8.55 3.72 – 19.67 <0.001 
Age at menopause Without menopause (ref) 1.00 ------ ----- 
<40 years 3.52 1.17 – 10.58 0.025 
40 – 44 years 4.57 1.91 – 10.94 <0.001 
≥45 years 
 
3.36 1.63 – 6.94 0.001 
Factors associated with the use of non-exclusive medication for the climacteric symptoms  
(n=288 with non-exclusive medication and n= 401 others) 
 
Variablesa Categories PR* CI 95% PR p 
Number of diseases 0 (ref) 1.00 ----- ----- 
1 - 2 64.49 9.11 – 456.69 <0.001 
≥ 3 78.97 11.14 – 559.85 <0.001 
BMI (Kg/m2) <25 (ref) 1.00 -------- ------ 
≥25 
 
1.35 1.03 – 1.76 0.032 
Factors associated with the use of both medications (exclusive and non-exclusive)  
(n = 126 with both medications and n=563 others) 
 
Variablesa Categories PR* CI 95% PR p 
Number of diseases 0 (ref) 1.00 ----- ----- 
 1 - 2 9.73 2.38 – 39.73 <0.001 
 ≥3 18.12 4.49 – 73.09 <0.001 
Time since menopause Without menopause (ref) 1.00 ----- ----- 
 <5 years 3.61 1.67 – 7.79 <0.001 
 5 – 9 years 4.68 2.19 – 10.00 <0.001 
 ≥10 years 
 
4.58 2.14 – 9.80 <0.001 
Factors associated with polypharmacy (n = 177 with polypharmacy and n=515 without polypharmacy) 
Variablesa Categories PR* CI 95% PR p 
Number of diseases 0 (ref) 1.00 ----- ----- 
 1 - 2 2.65 1.12 – 6.24 0.026 
 ≥3 10.60 4.64 – 24.20 <0.001 
Time since menopause Without menopause (ref) 1.00 ----- ----- 
 <5 years 1.82 1.04 – 3.18 0.035 
 5 – 9 years 2.53 1.48 – 4.34 <0.001 
 ≥10 years 
 
2.59 1.52 – 4.40 <0.001 
*PR = Prevalence Ratio. CI 95% PR = confidence interval for the prevalence ratio. Ref = reference level 
aVariables considered: age, schooling, marital status, menopausal status, age at menopause, time since menopause, social stratum, 
family income, smoking, alcoholism, physical activity, number of diseases, BMI, total MRS, somatic MRS, psychological MRS and 
urogenital MRS. 
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Abstract 
Objectives: To evaluate the association between the use of medications for 
chronic diseases and sexual dysfunction, in Brazilian women from 45 to 60 years 
old.  
Methods: Secondary analysis of data from a previous cross-sectional population-
based study, conducted with 749 women (household survey), representative of a 
population of 257,434 women, to obtain data on medication and sexual function. 
Sexual function was evaluated by the Short Personal Experiences Questionnaire 
(SPEQ). Associations between the use of medications and sexual function were 
analyzed and its correlations with others variables were also made. 
Results: The mean age was 52.5 ± 4 years and the mean age at menopause 
was 46.5 ± 5.8 years. The overall prevalence of medication use was 68.8%. The 
most used drugs were medications for cardiovascular diseases. Aging (p<0.001), 
having four or less years of formal education (p=0.001), being without a partner 
(p<0.001), having more than 6 years since menopause (p=0.009), being in peri 
or post menopause (p<0.001), not reporting physical activities (p<0.001) and not 
having sexual activity (p<0.001) were associated with sexual dysfunction. 
Women having osteoarticular diseases, treated or not (p=0.024), being under 
treatment for depression (p=0.005), having untreated anxiety (p=0.006), having 
chronic conditions (p=0.017), and having multimorbidities (p<0.001) were more 
likely to have sexual dysfunction. Women under polypharmacy were more likely 
to have sexual dysfunction. Poisson regression analysis have shown that the 
factors associated with sexual dysfunction were not having sexual activity 
(Prevalence ratio [PR] = 4.05; 95% CI: 3.16-5.20; p<0.001), sedentary lifestyle 
(PR=1.49; 95% CI: 1.06-2.09; p=0.021) and having untreated anxiety (PR=1.44; 
95% CI: 1.08-1.92; p=0.014). 
Conclusion: The occurrence of sexual dysfunction is multifactorial. Behavioral 
and health characteristics, not having an active sex life, aging, chronic conditions 
and not treating anxiety were the main factors associated with sexual dysfunction. 
 
Key words: Menopause – Use of medications - Female sexual dysfunction – 
Population-based study - SPEQ.  
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INTRODUCTION 
The maintenance of female sexuality during menopause is a 
fundamental part of a healthy life, encompassing a range of behaviors and 
actions. It can improve the overall wellbeing of climacteric women substantially, 
and thus contribute to a better quality of life (1). 
Female Sexual Dysfunction (FSD) is a generic term used to describe 
several sexual health problems that may negatively affect the quality of life of 
patients, including female sexual interest/arousal disorder, female orgasmic 
disorder, and genito-pelvic pain/penetration disorder (2).  
Female sexuality is multifactorial. Biological, anatomical, 
physiological, medical, emotional, interpersonal, and context-related factors may 
influence it in several ways. The aging process itself and menopause are two 
important overlapped factors that affect female sexual function, usually 
associated with decreased sexual responsiveness, sexual activity, and desire. 
Some chronic illnesses, such as cardiovascular disease, hypothyroidism, 
diabetes mellitus, respiratory disease, and psychiatric disease, can directly or 
indirectly influence sexual function, resulting from physiological, psychological, 
emotional and interpersonal events (3, 4).  
Among Brazilian climacteric women, the prevalence of sexual 
dysfunction varied widely depending on study design (13.3 to 79.3%) (58). Similar 
rates were observed in others world population-based studies (30 to 71%), (2, 6-
9)  with the highest values observed in postmenopausal women (10) . 
During the last decades, the world has witnessed a significant decline 
in mortality and a substantial increase in life expectancy.  Medications for chronic 
diseases have contributed to this increase in longevity and to the quality of life’s 
improvement. It is reasonable to consider them as an indispensable resource for 
most treatment plans. However, medications can affect sexual function through 
its effects on the central nervous system, the peripheral nervous system (11), or 
due to hormonal effects. Sedative drugs, which affect the central serotonin, 
dopamine and or prolactin signaling pathways, as well as certain antihypertensive 
drugs are included as critical medicines concerning sexual function. On the other 
hand, such medications can improve women’s sex life treating pathologies that 
were interfering in this context (12). 
61 
 
Thus, the purpose of this study was to establish the association 
between the use of some medications and sexual function in middle-aged women 
from a metropolitan region of Brazil. 
 
METHODS 
Study design  
The current work consists of a secondary analysis of the data from a 
previous cross-sectional population-based study, conducted between September 
2012 to June 2013 (household survey). Inclusion criteria were native Brazilian 
middle-aged women (45 to 60 years) residing in the metropolitan region of 
Campinas. The inability to respond to the interview due to any reason, such as 
refusal, cognitive deficits and / or scheduling incompatibility, were considered 
exclusion criteria. This study followed the recommendations stated by the 
Strengthening the Reporting of Observational Studies in Epidemiology 
(STROBE) statement (13). 
 
Sample size 
The sample size was calculated based on the prevalence of female 
sexual dysfunction of 35.9% in the middle-aged Brazilian (14). The total 
population of the metropolitan region of Campinas in 2010 was 2,798,477. Of 
these, 1,423,748 were female, and 257,434 women were aged 45 to 60 years 
(15). For an alpha error level of 5%, the initial sample size required was calculated 
as 820 women, considering a 20% loss of participants (mainly due to refusal to 
be interviewed or inability to comply with the schedule).  
 
Demography and subject selection  
Until the year 2013, the Metropolitan Region of Campinas was 
composed of 19 municipalities (15). The Brazilian Institute of Geography and 
Statistics (IBGE) provided census tracts of this metropolitan region numbered and 
clearly defined. Ninety-two sectors were elected using a simple random sampling 
approach. For the election, rural, semirural, and industrial sectors were excluded. 
Thereby, the urban census tracts containing at least 10 women between the ages 
of 45 and 60 were chosen. The sectors in wich there were not a minimum of 10 
women in this age group were grouped with the neighboring sectors, of later 
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numbering. After a draw of the 92 sectors, a random selection of 2 blocks per 
sector was carried out and the number of women aged between 45 to 60 years 
was determined. Ten of these women from each sector were randomly selected 
for the interviews. Well-trained survey assistants, guided by maps, went to the 
homes of the previously selected women, and invited them to participate in the 
study. An appointment was made to ensure participation in the interview, in case 
of unavailability on first contact. Interviews were carried out on the spot. The 
refusals were mostly due to lack of accessibility. All participants signed an 
informed consent before being interviewed.  
The interviewers training had a workload of 20 hours, consisted by a 
combination of theoretical and practical classes. A manual was created for this 
training based on ethical aspects of research with human beings, the objectives 
and methodology of the study, interview techniques and administrative issues. 
This guide enabled interviewers getting familiarity with the conversation 
approach, with the content of instruments that were used for the selection of the 
volunteers and with the collection of data for the study. A mix of techniques 
suitable for all stages of the survey was used to train the interviewers, including 
a ‘‘demonstration,’’ in which they watched a previously prepared interview. This 
procedure allowed them to observe the course of an interview. The questions 
included in the questionnaire were discussed in detail during the training. 
Reproductive Health Research Center of Campinas (CEMICAMP) researchers in 
charge of the project were responsible for training the research assistants. They 
explained the purpose and importance of the study and discussed each item and 
their technical meanings. They also performed fieldwork to practice the process 
of selecting and interviewing women with a background similar to that of the target 
population. After this training, a test to assess progress was applied. Based on 
the performance in practice as well as in the quality of the interviews in class and 
homework assignments, it was decided who was prepared to collect data for the 
survey. The six interviewers who participated in data collection had at least 11 
years of formal education. Their fieldwork was supervised by the principal 
investigators and by CEMICAMP researchers who act in partnership with 
UNICAMP. Supervisors are senior researchers who already had considerable 
experience gained from other population-based studies with similar methodology 
conducted in the past. The observation and supervision continued during the 
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practical work and until the process was completed. The interviews lasted on 
average 30 to 40 min. Data collection began on 09/10/2012 and ended on 
06/06/2013. All participants provided a consent form prior to the interviews. 
The ethics committee of the Department of Obstetrics and 
Gynecology, School of Medical Sciences, University of Campinas, approved the 
study (protocol number 030/2011).  
 
Self-report questionnaires and data collection  
The questionnaire used as an instrument for data collection was 
structured in eight sections: socio-demographic evaluation, general aspects of 
health, gynecological and reproductive aspects, menopause symptoms, 
knowledge about menopause, search and completion of menopause treatments, 
aspects of sexuality and classification socioeconomic stratum. The questionnaire 
was created using three other preexisting questionnaires: Economic 
Classification Criteria of Brazil (16), Menopause Rating Scale (MRS) (17), and 
Short Personal Experiences Questionnaire (SPEQ) (18, 19).  
The MRS consists of 11 questions covering three types of symptoms: 
psychological, somatic, and urogenital. There are five possible answers for each 
question, scored incrementally according to the severity of symptoms. The total 
score can range from 0 (no symptoms) to 44 (maximal symptoms).  
The SPEQ is used to evaluate sexual function and consists of nine 
questions. It addresses desire (one question), sexual responsiveness (three 
questions), frequency of sexual activity (one question), feelings toward the 
partner (two questions), partner’s sexual difficulties (one question), and pain 
during penetration (one question). The cutoff score for diagnosis of sexual 
dysfunction is 7, with a 79% specificity and sensibility to diagnose women with 
sexual dysfunction. Investigators supplied the original version of this instrument 
at the University of Melbourne, Australia. After the adaptation process for 
language and culture, the Portuguese version of the SPEQ was considered useful 
and appropriate for collecting self-reported data on sexual function in Brazilian 
climacteric women (19). 
In the present study, the dependent variable was sexual dysfunction, 
evaluated using the validated Portuguese version of the SPEQ. The final score 
was calculated using the mean of the sum of the scores for sexual 
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responsiveness (categorized from 1 to 6, where 1 represents an absence of 
pleasure and 6 maximal pleasure), excitation (1 to 6), orgasm (1 to 6), frequency 
of sexual activities (1=never, 2=less than once a week, 3= once or twice a week, 
4= several times a week, and 5= one a day or more) and desire (1= it never took 
place, 2= it took place once a week, 3= it took place once or twice a week, 4= it 
took place several times a week, and 5= it took place once a day or more). A 
score of ≤ 7 was considered indicative of sexual dysfunction and a score >7 was 
considered indicative of no sexual dysfunction (19). According to SPEQ domains, 
Sexual Desire was considered low if the answer was never or less than once a 
week, and normal, if more than once a week. Low Sexual Arousal was defined 
as a score ≤ 2. Low sexual orgasmic function was defined by a score of 1 or 2. 
Scores of Frequency of Sexual Activities were dichotomized into ≤ 2 or >2, and 
the first was considered low (20). 
The categorization of the independent variables was performed as 
follows: (1) sociodemographic characteristics: age (subdivided into three 
categories: 45-49, 50-54 and 55-60 years); schooling (years attending 
educational institutions, categorized as ≥4 and <4 years); marital status (with or 
without partner); menopausal status (premenopausal if regular menstrual cycles, 
perimenopause if irregular menstrual cycles or amenorrhea for less than a year, 
post menopause has been amenorrhea for more than a year); body mass index 
(BMI), categorized as <25 and ≥25 age (y); (2) habits: smoking (yes or no); 
alcoholism (yes or no); physical activity (≥3 times per week or <3 times per week); 
(3) problems and health perception: systemic arterial hypertension (yes / no); 
diabetes mellitus (yes / no); dyslipidemia (yes / no); myocardial infarction (yes / 
no); stroke (yes / no); deep venous thrombosis or pulmonary embolism (yes / no); 
osteoporosis or osteopenia (yes / no); osteoarticular problems (yes / no); asthma 
or bronchitis (yes / no); tuberculosis (yes / no); depression (yes / no), anxiety (yes 
/ no); cancer (yes / no). Chronic diseases were categorized into 0, 1 or 2 and 3 
or more; having 3 or more chronic diseases was categorized as multimorbidity; 
(4) gynecological and obstetric aspects: menarche, age at the onset of 
menopause, time of menopause, number of live children; use of contraceptive 
methods (used, never used or used at the time); number of pregnancies (0 or> 
1); abortions (yes / no); active sex life (yes / no); previous gynecological surgery 
(yes / no); urinary bladder surgery (yes / no); breast surgery (yes / no); other 
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surgeries (yes / no); urinary loss (yes / no); vaginal dryness (yes / no); vaginal 
itching (yes / no) and dyspareunia (yes / no). 
The medicines were categorized into four groups according to their 
use: without medication, exclusive medication for climacteric symptoms (vaginal 
therapy, hormone therapy and alternative therapy), non-exclusive medication for 
climacteric symptoms (medication to control high blood pressure, diabetes 
mellitus, dyslipidemia, osteoporosis, arthritis and arthrosis – osteoarticular 
diseases, asthma, depression and anxiety) e both (exclusive and non-exclusive 
medication for climacteric symptoms, concomitantly).  The interviewers checked 
which medications were in use: if there were doubts, they were trained to request 
the prescription or the own blister of the medication, containing the drug name.  
Polypharmacy definitions were variable (21). Due to the age range of the studied 
population, we categorized polypharmacy as daily use of three or more 
concomitant medications.  
The instrument was previously tested in person or by phone with 
volunteer partcipants from the menopause clinic of the University of Campinas 
Women’s Hospital. Any questions that generated uncertainties were adapted 
once again and tested until the partcipants reported no more doubts or difficulties 
in answering the questions. A final version of the instrument was obtained through 
this evaluative feedback process.  
 
Statistical analyses  
The frequency distribution of the characteristics of the women was 
analyzed. Results were presented as mean and SDs and median, or as absolute 
frequencies and percentages. Bivariate analysis using the chi-square test was 
carried out to test the association between the dependent variable (sexual 
dysfunction) and the use of medications for different diseases. When necessary 
the exact Fisher test was applied. To establish the relationship between 
categorical and numerical variables were used the Mann-Whitney and Kruskal-
Wallis tests. Simple and multiple Poisson regression analyzes (with a forward 
stepwise selection of variables) were performed to study the relationship of the 
factors associated with sexual dysfunction (95% confidence interval for the 
prevalence ratio). The level of statistical significance was set at 5%, and the 
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sampling clusters (census tracts) were considered in the bivariate and 
multivariate analyzes. All analyses were performed using SAS System for 
Windows (Statistical Analysis System), version 9.2. 
 
RESULTS 
The final sample size was 749 women (due to 71 refused 
participation), and 744 participants answered all the questions associated with 
sexual function. The mean age of the studied population was 52.5 ± 4.4 years, 
mean age at menopause was 46.5 ± 5.8 years and mean age of onset of sexual 
life was 19.7 years. The overall prevalence of sexual dysfunction (SPEQ final 
score ≤7) among women was 45.5%. The average sexual frequency found was 
1 to 2 times per week (n=747) and only a third of women had an active sexual life 
(n=334).  
Table 1 shows the main clinical and demographic characteristics of the 
sample population, according to sexual function. As reported by this table, aging 
(p<0.001), being in peri or post-menopausal (p<0,001), more than 10 years since 
menopause (p<0,001), having four or less years of formal education (P=0.018), 
being without a partner (P<0.001), not active sexual life (p<0,001), no previous 
or current use of contraception (p<0.001), polypharmacy (p=0.018) and 
sedentarism (P<0.001) were associated with sexual dysfunction on bivariate 
analysis.  
The overall prevalence of medication use was 68.8%. Most of the 
interviewed (72.8%) denied current or previous use of specific treatment for 
climacteric symptoms. The most commonly used drugs were those for the 
treatment of cardiovascular diseases (34.6%), followed by antidepressants 
(14.7%) and anxiolytics (12%) (data not showed in tables). Table 2 shows the 
associations between chronic conditions and sexual dysfunction. According to 
our analysis, having multimorbidity (p<0.001), osteoarticular diseases (treated or 
not) (p=0,024), being under treatment for depression (p=0.005), and having 
anxiety without treatment (p=0.006) were associated with sexual dysfunction. 
Despite the small number of women, those who had asthma and used medication 
for it (n=20) had less sexual dysfunction (p=00.1). 
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According to the multiple analysis, women without sexual and physical 
activity and with untreated anxiety were at highest risk of sexual dysfunction 
(Table 3). 
According to SPEQ domains, the frequency of sexual activities was 
not associated with any medication used. Women who reported having low desire 
were more likely to use antihypertensive medications (p=0.019). Lower arousal 
was associated with the use of antidepressants, with the treatment of 
osteoarticular diseases and to polypharmacy (p=0.003). Women who reported 
lower satisfaction were more likely to use antidepressants, treatment for 
osteoarticular disease, diabetes mellitus and to polypharmacy (p=0.019). Less 
orgasm was associated to use of antidepressants, to the treatment of 
osteoarticular diseases and diabetes (p<0.001). Using hormone therapy was 
protective against libido dysfunction (p=0.036). (Table 4) 
 
DISCUSSION 
This study was a cross-sectional population-based survey, part of a 
broader women’s health study which began in the year 2012, to evaluate the 
association between the use of medications for chronic conditions and female 
sexual dysfunction (FSD) in middle-aged women.  
The prevalence of female sexual dysfunction (FSD) found in our 
sample population (45.3%) was similar to that described by a recent Brazilian 
systematic review (2016), which shown prevalence of FSD ranging from 13.3% 
to 66.7% in women from southeast region (5). The global prevalence of medicine 
use in our study was 68.8%. In another population-based Brazilian study, Bertoldi 
et al. found a wide variety in the prevalence of medicines use among the different 
Brazilian regions, with values ranging between 67% to 76% in women between 
40 and 60 years (22). 
Physiological changes and hormone deprivation take place throughout 
a woman’s life. These modulations are particularly pronounced during the 
menopausal transition. Although the loss of desire can occur at any age, Sarrel 
(23) reported that about 40% of women experience its decrease during 
menopause. These results were also observed in our analysis, which 
demonstrated that being in the peri or post menopause, or being in menopause 
for more than 10 years, were directly correlated with sexual function indexes 
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compatible with the presence of sexual dysfunction. Also, the PRESIDE survey 
(9)  showed that middle-aged women (45 to 64 years) had the highest prevalence 
of decreased desire with distress (12.3%). Biological aging leads to decreased 
lubrication, dyspareunia, inability to achieve orgasm and leads to diseases that 
affect sexual function in a growing incidence. There is also a decline in sexual 
interest correlated with the lifespan (24, 25). The female sexual dysfunction (FSD) 
decreased in prevalence as the education level increased, indicating that women 
who had higher education were less likely to have sexual dysfunction. We 
obtained similar results, with sexual dysfunction being more frequent in women 
with 4 or less years of formal education or in sedentary women. This relationship 
can be interpreted as a better understanding of health and healthier physical and 
emotional lifestyle, which indicates dealing well with adverse situations related to 
sexuality. Better-educated women pay more attention to sexual consciousness 
and property rights and are more able to express their appeal and dissatisfaction 
(26, 27).  
In human relationships, sexual life is closely related to emotions, which 
is a complex experience of consciousness. Therefore, there was an association 
between sexual dysfunction and being not satisfied with the partner, being less 
in love with partner and partner with sexual problems. Being in peri and post 
menopause and not reporting sexual activity were also factors associated with 
significantly lower scores in all sexual domains. It is important to emphasize that 
among women with sexual dysfunction, only one third had an active sexual life, 
even having a partner. This finding is probably due to the genitourinary syndrome 
of menopause in association with postmenopausal women’s profiles and their 
propensity to be reserved. Its features manifest in some way in approximately 
15% of premenopausal women (28) and 40-54% of postmenopausal women (29). 
In line with these considerations, we observed an association between the 
presence of sexual dysfunction and being without a partner and having no active 
sex life. On the other side, sexual activities with vaginal intercourse and the higher 
satisfaction score for the partner (as a lover) were indicative of a protective effect 
against poor sexuality (14).  
Medications for chronic diseases have contributed to the quality of 
life’s improvement. It is reasonable to consider them as an indispensable 
resource for most therapeutic plans. However, medications can affect sexual 
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function through its effects on the central nervous system, the peripheral nervous 
system (11) or due to hormonal effects. Aligned with this, we found a significant 
association between polypharmacy, multimorbidity and female sexual 
dysfunction. According to the present investigation, having multimorbidity, 
osteoarticular diseases (treated or not), being under treatment for depression, 
and having anxiety without treatment were associated with sexual dysfunction. 
Physicians must consider integrating diagnosis of 
their female patients' sexual needs and sexual dysfunction, especially women 
with chronic diseases, who are usually the ones who use several medications 
concomitantly. The most commonly used drugs were those for cardiovascular 
disease. Data of the literature demonstrated high rates of sexual dysfunction 
among hypertensive women in all domains of the sexual function. We also found 
an association between lower libido and treatment of hypertension (30, 31). 
Valadares et al. (32) also found that sexual dysfunction was associated with 
multimorbidity. It is reasonable to understand that the aging process is associated 
with an increased risk of a wide variety of chronic health conditions. Moreover, 
the overlapping of multiple chronic diseases, known as multimorbidity, can impact 
women’s interest in and ability to enjoy sexual activity. Thus, women with multiple 
chronic health conditions are at increased risk for decreased sexual function (33). 
Adverse sexual effects are widely reported in studies of women 
with chronic diseases, such as rheumatic diseases, fibromyalgia and chronic pain 
(34). Physical and emotional problems, and partnership difficulties emerging from 
disease-related stress may contribute to less active and less enjoyable sex 
life. Diseases that lead to chronic pain and fatigue, as well as the use of 
medications for it, reduce the self-esteem of patients and might 
reduce sexual function. Aligned with this, we observed the effects 
of chronic diseases on female sexual function, specifically the osteoarticular 
diseases. Women who had osteoarticular disease, treated or untreated, were 
more likely to have less arousal, satisfaction and orgasm.  
Based on our data, depressive women who were not under treatment 
were more likely to have lower scores of libido, satisfaction, and orgasm. This 
finding is in agreement with most of the previous studies that have shown that the  
antidepressants intake has lead to sexual dysfunction among female patients 
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(35). Studies also suggest that suppression of sexual desire has been commonly 
reported among antidepressants users, also delay or absence of orgasm (36).  
In our study, drugs used for asthma treatment were significantly 
related to global sexual dysfunction (Score ≤7). Despite the small number of 
women, those who had asthma and were under treatment for it were less likely 
to have sexual dysfunction compared to those who weren't using such medicines. 
The specific domain of orgasm had the highest score among asthmatic women 
under treatment for it.  Sexual activity itself can cause anxiety among patients 
who are already anxious and who fear that intercourse will cause severe dyspnea 
or suffocation (37). Patients with asthma may suffer a dysfunction in the sexual 
sphere more frequently than the healthy population. A recent study demonstrated 
that the lack of control of the disease is probably one of the factors that contribute 
most to the existence of sexual dysfunction. It also showed that a third of their 
patients attributed the problems, in the sphere of their sexual life, to aspects of 
asthma gravity, control and deterioration of lung function and evolution time of 
the disease (38). Patients with bronchospasm may benefit from the use of a 
bronchodilator before sex. We also found an association between anxiolytics and 
female sexual dysfunction (FSD). There is a paucity of studies appropriately 
investigating FSD related to anxiolytics. In a study focusing on patients with 
bipolar disorder, the coadministration of benzodiazepines and lithium resulted in 
significantly higher rates of SD (49%) as compared to either lithium alone (14%) 
or lithium in combination with other drugs (17%) (39). In another study, the use 
of alprazolam as a treatment for patients with panic disorder, significant rates of 
decreased libido and increased erectile and orgasm dysfunction were observed 
(40). Those studies were not specifically designed for the middle-aged female 
population and their available evidence is too limited to allow any definitive 
conclusions to be drawn. On the other hand, our findings point to the potential 
side effect associated with the use of psychotropic drugs on female sexual 
dysfunction. Moreover, that is an important issue that should be always discussed 
with the patient before a specific treatment is chosen.  
In the Poisson multiple regression analysis there was no association 
with the use of medication and sexual dysfunction. It is important to highlight that 
multifactorial nature of sexuality should be considered during the evaluation of 
female sexual function. In the present study, the main factors associated with 
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sexual dysfunction were active sexual life, physical activity and untreated anxiety. 
At midlife, genitourinary syndrome of menopause (GSM) is a chronic medical 
condition that worsens with aging and may be associated with bothersome sexual 
symptoms (41). In the absence of sexual activity, the GSM symptoms may 
become predominant (42, 43), interfering negatively in the women’s quality of life. 
Physical activity seems to influence sexual function positively in middle-aged 
women (44). According to the present multiple analysis, women without physical 
activity were at highest risk of sexual dysfunction. This data is aligned with a 
recent survey that described the improvements in physiological sexual arousal 
following acute and chronic exercises. This data is aligned with a recent survey 
that described the improvements in physiological sexual arousal following 
acute and chronic exercises. According to the authors, it seems to be favored by 
increases in the activity of the sympathetic nervous system and by endocrine 
factors, in addition to increasing sexual satisfaction indirectly by the preservation 
of proprioception, with benefits for cardiovascular health and mood. Furthermore, 
positive body image due to exercise also increases sexual well-being (45). The 
anxiety related to sexual performance causes a psychological impediment to 
sexual activity, as well as, in the absence of specific sexual problems, high levels 
of anxiety may influence the emergence of dysfunctions (46). The diagnosis of 
sexual dysfunction in anxious women needs special detailing about sexual history 
and symptoms of anxiety. The medical treatment has a pharmacological 
limitation, being of fundamental importance the approach of the relational and 
psychic issues.  
The data of the present study are subject to some limitations, due to 
self-reported information, a method that can lead to biases. However, previous 
studies using self-reports suggest that the data obtained by self-perception are 
valid (47). Besides that, a cross-sectional study does not allow a causal 
relationship to be established between pharmacotherapy and factors associated 
with sexual dysfunction. However, the strengthening of an observational study in 
epidemiology represents an important feature. The meticulous methodology and 
the representativeness of the population sample allow us extrapolating these 
conclusions to the entire population of middle-aged women residing in the 
metropolitan region of Campinas –Brazil. It is important to point out that another 
strength of our study was the way the interviewers checked wich medications 
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were in use: if there were doubts, they were trained to request the prescription or 
the own blister of the medication, containing drug name. Another strengths points 
of this study were the use of the Short Personal Experiences Questionnaire and 
the trained interviewers. The instrument was translated into Portuguese and 
adapted for use in Brazilian climacteric women. The interviewers had at least 11 
years of formal education and thus were able to explain the questionnaire for 
those women who had lower schooling. 
 
CONCLUSIONS 
The occurrence of sexual dysfunction is multifactorial. Sedentarism, 
the absence of active sexual life and untreated anxiety are factors associated to 
the female sexual dysfunction that could be modified in order to improve sexual 
function. Some domains of sexuality may be influenced by the pharmacological 
treatment of psychiatric diseases, such as depression and anxiety, and by the 
treatment of chronic conditions, such as osteoarticular diseases and asthma. 
Some domains of sexual function may also be influenced by polypharmacy. 
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TABLE 1. Main clinical and demographic characteristics (N=749) associated with 
sexual dysfunction – bivariate analysis 
Characteristic SPEQ p 
≤7  
N 337 (45.3%) 
>7 
N 407 (54.7%) 
Age,y     
45-49 28.9 71.1 <0.001x 
50-54 47.1 52.9  
55-60 57.5 42.5  
Status of menopause    
Peri / Post 49.7  50.3 <0.001x 
Pre 23.3 76.7  
Time since menopause, y    
5-9 50.0 50.0 <0.001x 
≥10 58.5 41.5  
Schooling, y    
>4 43.9 56.1  0.001x 
≤4 56.7  43.3  
Marital status    
Without a partner 76.1  23.9 <0.001x 
No Physical activity  53.0  47.0 <0.001x 
No active sexual life 86.3  13.7 <0.001 x 
Contraception    
No previous or current use 68.8 31.2 <0.001x 
Polipharmacy 53.0 47  0.018x 
xChi-Square test 
SPEQ, Short Personal Experiences Questionnaire.  
Bold values indicates statistical significance. 
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TABLE 2. Association between treated chronic conditions and sexual 
dysfunction - (SPEQ Score ≤7) – bivariate analysisa  
Chronic conditions 
 Sexual dysfunction 
p n Yes  
(n / %) 
No  
(n / %) 
High blood pressure  258 127 / 49.2 131 / 50.8          0.255 
     
Diabetes 71 37 / 52.1 34 / 47.9 0.274 
    
Asthma 20 5 / 25.0 15 / 75.0 0.023 
     
Depression 110 65 / 59.0 45 / 40.9 0.005 
     
Untreated Anxiety 112 65 / 58.0 47 / 41.9 0.006 
     
Osteoarticular 
diseases 
196 50 / 55.5 40 / 44.4 0.024 
     
Chronic conditions 589 281 / 47.7 308 / 52.3 0.017 
     
Multimorbities 235 131 / 55.7 104 / 44.3 <0.001 
aChi-square test; 
Bold values indicates statistical significance. 
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TABLE 3. Factors associated with sexual dysfunction in the population studied 
– Poisson multiple regression analysisa. 
Variable Cathegories PR* 95% CI* p* 
Active sexual 
life 
No 4.05 3,16 – 5,20 <0,001 
Yes (ref.) 1.00 --- --- 
Physical activity None 1.49 1,06 – 2,09 0,021 
 < 3times/week 1.09 0.71 – 1.67 0.682 
   >3 times/week 
           (ref.) 
 
1.00 --- --- 
Anxiety Yes/untreated 1.44 1,08 – 1,92 0,014 
 Yes/treated 1.16 0.83 – 1.63 0.386 
 No (ref.) 1.00 --- --- 
PR= Prevalence ratio; (n=381 escore ʻ>7ʼ and n=298 escore ʻ≤7ʼ). CI 95% = confidence interval.  
aVariables considered: age, schooling, marital status, menopausal status, age at menopause, 
time since menopause, smoking, alcoholism, physical activity, BMI, hypertension, diabetes, 
dyslipidemia, rheumatologic diseases, osteoporosis, asthma, depression, anxiety, number of 
diseases, systemic hormone therapy, topical hormone therapy, hormone therapy (systemic 
and/or topical), alternative therapies, polypharmacy, type of medicine, no previous use of 
contraception, and no active sexual life. 
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TABLE 4. Scores of SPEQ (Short Personal Experiences Questionnaire) domains according to medication use  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chi-square test; Bold values indicates statistical significance; HT=hormone therapy. 
 
 
SPEQ domains scores 
 
Types of medication, n (%) 
Hypertension 
n=258 
Antidepressants 
n=110 
Anxiolytics 
n=90 
Asthma  
n=20 
Osteoarticular 
diseases 
n=90 
Diabetes 
n=71 
H T 
n=154 
Polipharmacy 
n=182 
FREQUENCY n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 
Normal 165 (64.0) 69 (62.7) 61 (67.8) 16 (80.0) 59 (65.6) 44 (62.0) 108 (69.7) 125 (68.3) 
Altered 93 (36.0) 41 (37.3) 29 (32.2) 4 (20.0) 31 (34.4) 27 (38.0) 47 (30.3) 58 (31.7) 
p 0.075 0.358 0.903 0.401 0.649 0.067 0.732 0.937 
DESIRE         
Normal 70 (27.1) 30 (27.3) 29 (32.2) 8 (40.0) 24 (26.7) 18 (25.4) 91 (59.0) 55 (30.2) 
Altered 188 ( 72.9) 80 (72.7) 61 (67.8) 12 (60.0) 66 (73.3) 53 (74.6) 63 (41.0) 127 ( 69.8) 
p 0.019 0.257 0.927 0.645 0.264 0.234 0.036 0.243 
AROUSAL         
Normal 140 (54.3) 49 (44.5) 48 (53.3) 13 (65.0) 42 (46.7) 33 (46.5) 84 (54.5) 91 (50.0) 
Altered 118 (45.7) 61 (55.5) 42 (46.7) 7 (35.0) 48 (53.3) 38 (53.5) 70 (45.5) 91 (50.0) 
p 0.134 0.005 0.028 0.057 0.015 0.060 0.404 0.019 
SATISFACTION         
Normal 147 (57.0) 48 (43.6) 48 (53.3) 14 (70.0) 43 (47.8) 33 (46.5) 91 (59.1) 95 (52.2) 
Altered 111 (43.0) 62 (56.4) 42 (46.7) 6 (30.0) 47 (52.2) 38 (53.5) 63 (40.9) 87 (47.8) 
p 0.324 <0.001 0.011 0.074 0.040 0.019 0.874 0.018 
ORGASM         
Normal 139 (54.0) 46 (41.8) 47 (52.8) 14 (70.0) 41 (45.6) 32 (45.1) 89 (57.8) 94 (51.7) 
Altered 118 (46.0) 64 (58.2) 42 (47.2) 6 (30.0) 49 (54.4) 39 (54.9) 65 (42.2) 88 (48.3) 
p 0.104 <0.001 0.035 0.019 0.013 0.033 0.983 0.057 
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5. DISCUSSÃO GERAL 
O Brasil teve seu perfil demográfico transformado a partir de 1960: de 
uma sociedade majoritariamente rural e tradicional, com famílias numerosas e 
alto risco de mortalidade infantil, migramos para uma sociedade 
predominantemente urbana, com menos filhos e mais longeva. De uma 
população predominante jovem em um passado nem tão distante, observa-se, 
nos dias atuais, um contingente cada vez mais significativo de pessoas com 50 
anos ou mais de idade, com predomínio do sexo feminino (37). 
A mulher, sob a influência das mudanças sociais que ocorreram a 
partir da década de 1960, alterou seu comportamento, ocasionando 
consequentes mudanças no mercado de trabalho, no nível educacional e no 
casamento. A fecundidade passou a integrar os direitos individuais. A medicina 
preventiva e os programas voltados para a qualidade de vida contribuíram muito 
para ampliar a longevidade. Nutrição adequada, ampliação do saneamento 
básico e uso de medicamentos são exemplos de avanços no campo da saúde e 
da tecnologia que permitiram que a população tivesse acesso a uma melhor 
qualidade ativa de vida nessa fase. 
As mulheres, por terem o benefício de uma expectativa de vida maior, 
assumem o papel de cuidadoras e, nas grandes cidades, tendem a viver 
sozinhas depois da viuvez, altamente vulneráveis à situações adversas, como 
doenças crônicas, pobreza e ao isolamento social. As estimativas das projeções 
populacionais do IBGE confirmam o processo de feminização do 
envelhecimento. Para 2060, o IBGE estima um contingente de 33 milhões de 
homens idosos e 40,6 milhões de mulheres idosas, com superávit feminino de 
7,6 milhões de mulheres (1,2).  
O atual contexto epidemiológico e demográfico populacional tem 
levado a tratamentos farmacológicos de longa duração, a maior uso de 
medicamentos e à maior ocorrência de polifarmácia, caraterizada pelo uso de 
múltiplos medicamentos simultaneamente. A polifarmácia tem consequências 
frequentemente indesejáveis, tais como aumento do risco de uso inapropriado 
medicamentoso, subutilização de tratamentos eficazes, erros de medicação, 
aderência reduzida, interações droga-droga e droga-doença e, mais importante, 
reações adversas a medicamentos. A frequência global de polifarmácia 
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observada nas mulheres de meia idade da nossa análise foi de 24,6%. Este é 
um dado relevante para os programas de saúde voltados para a prevenção de 
doenças crônicas no processo de envelhecimento feminino, mais uma vez 
demonstrando que o climatério é um período muito oportuno para as 
intervenções precoces.  
No nosso estudo, as mulheres de meia idade que referiram 
polifarmácia associaram-se a maior intensidade dos sintomas climatéricos. 
Apesar da alta prevalência de uso de medicamentos nas mulheres estudadas 
(68,8%), apenas 20,8% das mulheres relataram uso pregresso ou atual de 
terapia hormonal, considerada padrão ouro para o alívio dos sintomas 
climatéricos. Observa-se até a presente data que, tanto as mulheres quanto os 
profissionais da saúde, ainda estão confusos e inseguros em relação aos riscos 
e benefícios da terapia hormonal, apesar de evidências embasando o contrário: 
desde que não haja nenhuma contra indicação e respeitando a janela de 
oportunidade, a boa prática médica é a de fornecer sempre a melhor opção 
terapêutica individualmente, ao invés de privá-las da qualidade de vida ativa, 
proporcionada pelo alívio dos sintomas. 
O processo do envelhecimento ativo está diretamente relacionado à 
promoção de saúde. Questões básicas como alimentação e hábitos de vida 
saudáveis devem ser encorajados em mulheres de meia idade para que o 
envelhecimento signifique também um ganho substancial em qualidade de vida 
e saúde. Na nossa análise, cerca de 79% das mulheres referiram ser portadoras 
de algum tipo de doença crônica e 31,5% tinham multimorbidade. Otimizar a 
medicalização e orientar a modificação dos hábitos de vida são estratégias 
importantes para o envelhecimento ativo. 
Multimorbidade, definida como sofrer de várias doenças crônicas 
simultaneamente, começou a ser considerada um problema de saúde que afeta 
os países desenvolvidos e em desenvolvimento. Não prevenir ou controlar as 
doenças de forma apropriada em fases mais precoces, impreterivelmente 
resultará em enormes custos, tanto humanos como sociais, que irão absorver 
uma quantidade desproporcional de recursos que poderiam ter sido destinados 
a problemas de saúde de outras faixas etárias (6,7). 
Esse cenário vivenciado pelas mulheres na transição menopausal, 
composto pelo impacto negativo da sintomatologia na qualidade de vida, pelo 
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surgimento de doenças crônicas, de doenças psiquiátricas e da medicalização, 
impacta negativamente na função sexual das acometidas. Na nossa análise a 
disfunção sexual associou-se à polifarmácia. As mulheres com maior prevalência 
de disfunção sexual foram aquelas inativas sexualmente, as sedentárias e a 
ansiosas não tratadas. Os sintomas associados a síndrome geniturinária afetam 
aproximadamente 40% das mulheres na pós menopausa. Porém, apenas 25% 
das mulheres sintomáticas recebem tratamento medicamentoso. No Brasil, 
poucos estudos avaliam a prevalência dos sintomas da atrofia urogenital entre 
mulheres na pós menopausa. Recentemente, Lui-Filho e colaboradores (2015) 
relataram em seu estudo de base populacional, que a queixa de secura vaginal 
está presente em 34,9% das mulheres no climatério. Ao contrário dos sintomas 
vasomotores, que desaparecem com o tempo pós menopausa, as queixas 
associadas à síndrome geniturinária aumentam com a idade e não regridem 
espontaneamente, porém apenas 7% das mulheres sintomáticas recebem 
tratamento (38). Na ausência de vida sexual ativa, os sintomas da síndrome 
geniturinária podem se tornar predominantes, com impacto negativo na 
qualidade de vida ativa. A grande importância do tratamento dos sintomas 
relacionados as queixas da atrofia urogenital é o grande impacto na qualidade 
de vida, no humor, na autoestima além de alterações na esfera da sexualidade.  
A ansiedade não tratada pode determinar um impedimento 
psicológico para a atividade sexual, bem como, na ausência de problemas 
sexuais específicos, altos níveis de ansiedade podem influenciar o surgimento 
de disfunções sexuais.  
Na meia-idade, sentir-se bem consigo próprio é um dos motivos pelos 
quais as pessoas procuram realizar algum tipo de atividade física, pois passam 
a perceber os seus benefícios à saúde e melhoria na satisfação corporal. A 
participação em atividades físicas regulares e moderadas pode retardar declínios 
funcionais, além de diminuir o aparecimento de doenças crônicas em idosos 
saudáveis ou doentes crônicos.  É preciso abordar os benefícios desta prática 
com intuito de promover impacto positivo na função sexual, na função cognitiva 
e no controle do surgimento de doenças crônicas.  
A assistência global às mulheres climatéricas, assim como o 
entendimento profundo dos fatores que interferem no uso de medicamentos 
específicos e não específicos para o tratamento dos sintomas decorrentes do 
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hipoestrogenismo, podem prolongar a expectativa de vida ativa durante o 
processo de envelhecimento feminino, promovendo a saúde e o bem-estar para 
este grande grupo populacional. Afinal, o objetivo fundamental da assistência à 
saúde feminina é de se promover uma longa expectativa de vida de forma 
saudável e com independência.  
85 
 
6. CONCLUSÃO 
1- A prevalência de uso de medicamentos em mulheres de meia idade 
é elevada e associou-se a fatores como idade, tempo de menopausa, status 
menopausal, sobrepeso e obesidade, e multimorbidade. As mulheres com maior 
risco de polifarmácia foram aquelas com maior número de doenças e com maior 
tempo de menopausa.  
2- O uso de medicamentos para o tratamento de doenças 
osteoarticulares, depressão e ansiedade associou-se a maior intensidade dos 
sintomas climatéricos. 
3- Apesar da alta porcentagem das morbidades diagnosticadas (79% 
das mulheres referiram ser portadoras de algum tipo de doença crônica), 
verificou-se que 47% das mulheres com morbidades não utilizavam 
medicamentos.   
4- A ocorrência de disfunção sexual é multifatorial. Sedentarismo, 
ausência de uma vida sexual ativa e ansiedade não tratada são os principais 
fatores associados à disfunção sexual feminina, que podem ser modificados para 
melhorar a função sexual das mulheres acometidas. Alguns domínios da 
sexualidade (excitação, satisfação e orgasmo) foram influenciados pelo 
tratamento farmacológico de doenças psiquiátricas, tais como depressão e 
ansiedade e pelo tratamento de doenças crônicas (doenças osteoarticulares e 
diabetes). Alguns domínios da função sexual (excitação e satisfação) também 
foram influenciados pela polifarmácia. 
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8. ANEXOS 
ANEXO 1. Termo de Consentimento livre e informado 
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ANEXO 2. Exemplo de setor censitário fornecido pelo IBGE 
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ANEXO 3. Exemplo de setor censitário novo, delimitado pelo IBGE e com 
marcação realizada pela equipe de pesquisa 
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ANEXO 4. Ficha de itinerário 
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ANEXO 5. QUESTIONÁRIO 
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ANEXO 6. Aprovação Comissão de Pesquisa do DTG/CAISM 
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ANEXO 7. Comprovante da emenda do CEP e número do CAAE 
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